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UTILIZING THE COMMUNITY -BASED HEALTH PLANNING 
AND SERVICES PROGRAM TO PROMOTE SKILLED 
ATTENDANTS AT DELIVERY IN RURAL GHANA 
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Boston University School of Public Health 2014 
Major Professor: Lois McCloskey, MPH, DrPH, Associate Professor of Maternal 
and Child Health 
ABSTRACT 
The burden of maternal mortality in sub-Saharan Africa is enormous. In Ghana the 
maternal mortality ratio reached 350:100,000 live births in 2010. Skilled birth 
attendance (SBA) has been shown to reduce maternal deaths and disabilities, yet in 
2008 only 55% of mothers in Ghana gave birth with a SBA. In 2005, the Ghana Health 
Service piloted an enhancement of its Community-based Health Planning and Services 
(CHPS) program, training Community Health Officers (CHOs) as midwives, to address 
the gap in SBA in rural Upper East Region (UER). This dissertation reports findings of 
a post~hoc evaluation of this CHO-Midwife pilot project, assessing training and 
practices, community participation and satisfaction, and SBA utilization. 
Method: The evaluation employed a mixed methods intrinsic case study design, 
conducting in-depth interviews with a purposive sample of health professionals and 
community stakeholders (Phase I), and a survey of mothers with children under five in 
three districts of the UER, identified through three-stage sampling design (Phase II) . 
lX 
Findings: In-depth interviews with 41 stakeholders pointed to a successful rollout of 
the pilot program. CHO-midwives reported high confidence supervising normal 
deliveries, antenatal and postnatal care, infection prevention, and health education, 
referring women with prolonged labour, cord prolapse and need for resuscitation to 
district health centers or hospitals. Lack of ambulances and other equipment, a poor 
transportation system and insufficient accommodation for CHO-Midwives threaten 
more complete provision of SBA. Community stakeholders, including volunteers and 
traditional birth attendants, local leaders, and NGO 's are deeply engaged in program 
implementation. Our survey of 407 mothers revealed increased access to skilled 
delivery services since CHO-Midwives were trained. From April2009-March 2012, 
79% of the 407 births in twelve CHPS zones ofthree districts were with skilled 
attendants; and over half of these skilled births (42% of total) were by CHO-Midwives. 
Multivariate analyses showed that women ofNankana tribe and those with non-
educated husbands were significantly less likely to access SBA in rural settings. 
Conclusion: Successful implementation of the integrated CHO-rnidwife program in the 
UER of Ghana has expanded skilled delivery care access and utilization for rural 
women. Policy-makers must now address remaining obstacles, and cost-effectiveness 
research is needed to inform program scale-up throughout Ghana. 
Key words: Maternal Mortality, Skilled attendants at birth, Community-Based 
Services, Community Participation, Kassena-Nankana East District, Kassena-Nankana 
West District, Bongo District 
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Chapter 1: Significance and Study Aim 
1.1. Significance 
In Ghana, between 1,400 and 3,900 women and girls die each year due to 
pregnancy related complications.1 An estimated two-thirds of these deaths occur 
in late pregnancy through to 48 hours after delivery.2 The World Health 
Organization (WHO) and United Nations Population Fund (UNFPA) have 
recommended a number of strategies to address maternal mortality, extending 
from improved family planning, safe abortion to improved coverage and quality of 
skilled attendance at birth and access to emergency obstetric care_3,4 Skilled birth 
attendance (SBA) has been shown to be an effective and the most important 
strategy for reducing maternal mortality in the world.5 Skilled birth attendance is 
defmed as "the availability of health professionals with midwifery skills to 
promote utilization, conduct normal deliveries and provide first aid, the enabling 
environment of health policy and system, drugs, equipment, supplies, and 
transportation, knowledge and skills to refer from one level of skilled attendance 
to another and the demand for skilled care by community as evidenced by 
utilization."5' 6 The WHO, therefore, advocated for "skilled attendance at every 
birth" because it is an indicator of progress towards the MDG 5 aimed at reducing 
maternal mortality ratio by 75% by the year 2015. However progress in achieving 
1 
the MDGs is still slow in sub-Saharan Africa. 7 WHO report indicates that 66% of 
deliveries are supervised by skilled attendants worldwide, 8 and a total of 45 
million births occur at home without skilled health personnel each year. Skilled 
attendants assist in more than 99% of births in more developed countries 
compared to 62% in developing countries.9 In sub-Saharan Africa, skilled birth 
attendants assist only 46% ofbirths.9 Even though Ghana's percentage of 
deliveries supervised by skilled attendants (55%) is higher than the average for 
sub-Saharan Africa, it is lower when compared to some countries in the sub-
region with similar economic profiles such as Namibia (75%).8 In the Upper East 
region, skilled delivery care is 52%10 with a notable level of rural/urban disparities 
( 42% in rural vs. 82% in urban). 11 
The term " skilled birth attendant is an accredited health professional-such as a 
midwife, doctor or nurse-who has been educated and trained to proficiency in 
the skills needed to manage normal (uncomplicated) pregnancies, childbirth and 
the immediate postnatal period, and in the identification, management and referral 
of complications in women and newborns. Traditional birth attendants trained or 
not, are excluded from the category of skilled attendant at delivery." 12 
The term "skilled attendant at delivery" is defined as the percentage of births 
attended by skilled health personnel (doctors, nurses or midwives ). 12 
In 2000, the Ghana Health Service began training a subset of middle level health 
care providers known as Community Health Officers (CHOs) to provide skilled 
attendance at delivery to women in rural areas through the Community-Based 
Health Planning and Services (CHPS) program. A CHO-midwife is an auxiliary 
2 
nurse trained in midwifery to provide basic health services in rural areas including 
skilled delivery care, and the CHPS program is a government initiative aimed at 
bringing basic health services to the doorsteps of rural communities. 13 If the 
CHPS program is effective in promoting skilled attendants at delivery, it may 
address the human resource gap that exists for skilled delivery care in rural 
communities in Ghana and increase the number of women who seek and receive 
skilled delivery care. The program is designed with full participation of 
communities, and addresses the sociocultural, geographical and economic factors 
that limit access to basic health care by making health services available through 
close proximity to rural families, socially accessible through wide community 
participation, and affordable through free delivery system. 
The CHPS program employs a community integrated approach, where health 
professionals collaborate with communities to provide services in rural settings 
and offer combined primary health care and skilled delivery care. If we can 
understand how this community integrated approach has been implemented and 
its effects on the availability of skilled attendants at delivery in rural areas, we 
may be able to create similar programs in other resource constrained areas of 
Ghana and in other countries. 
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1.2. Study Aim and Overview 
The aim of this project is to evaluate the feasibility of using the integrated CHPS 
Program to provide skilled delivery care in the Upper East Region (UER) of 
Ghana. The study constitutes a post-hoc process and outcome evaluation and 
employs an intrinsic case study design with quantitative and qualitative 
methodologies. The process evaluation examines how CHO-midwifery has been 
implemented as an integrated component of the existing CHPS Program. The 
process-oriented domains include: 1) training of CHOs as skilled birth attendants 
(SBAs), according to established curriculum goals; 2) the capacity ofCHOs to 
perform their midwifery skills in light of their level of competence and the 
sufficiency of resources provided; 3) the factors that have contributed to or 
impeded the performance of their midwifery role; and 4) the extent of community 
participation. The outcome evaluation examines the extent to which the CHPS 
program has achieved its desired outcomes related to service utilization and 
satisfaction. Specific measures include: 1) knowledge and utilization of CHO-
Midwives services by women, and 2) satisfaction with delivery services provided 
by the CHO-Midwives relative to those provided by other health professionals. 
This study will identify lessons learned and implications of these lessons for scale-
up of the program to the entire country and dissemination of the model to other 
nations. 
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Chapter 2: Literature Review 
2.1. Maternal Mortality: The Problem 
2.1.1 . Scope ofthe Problem 
Maternal mortality has become a grave concern worldwide. WHO, United Nations 
Children's Fund (UNICEF), and United Nations Fund for Population Activities 
(UNFP A) define maternal death as "the death of a woman while pregnant or 
within 42 days of termination of pregnancy from any cause related to or 
aggravated by the pregnancy or its management, but not from accidental or 
incidental cause."14 The global burden of maternal death is enormous, especially 
in developing countries. 15 
According to WHO, UNICEF, and UNFP A, 515,000 maternal deaths occurred 
worldwide in 1995, with over 50% occurring in Africa. 15 By 2005, maternal 
deaths had increased to 536, 00016, but by 2010 maternal deaths reduced to 287 
000 globally. 17 In 2010, the maternal deaths in sub Saharan Africa declined to 162, 
000 in 2010. However, sub-Saharan Africa is still leading in maternal mortality 
compared to the rest of the developing world. 17 In addition to maternal deaths; 
more than 50 million women worldwide suffer from poor reproductive health and 
serious pregnancy-related illnesses or disability such as fistulae, prolapse of the 
womb, and infertility. 18• 19 
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Ghana is one of the high-risk countries in sub-Saharan Africa with a maternal 
mortality ratio1 (MMR) of 350 per 100,000 live births. 17 This ratio is high when 
compared with that of other sub-Saharan African countries, such as Namibia with 
an MMR of 180 per 100,000 live births. 17 In sub-Saharan Africa, studies have 
shown inequalities in the risk of maternal deaths between the urban and the rural 
areas. Variations ranged from 447 per 100,000 live births in urban settings to 640 
per 100 000 live birth in the rural areas_2°, 21 ' 22 
2.1. 2. Causes and Consequences of Maternal Death and Disability 
The Inter-Agency Group for Safe Motherhood reported that more than 70% of all 
maternal deaths in developing countries are due to five major complications: 
haemorrhage, infections, unsafe abortion, hypertensive disorders of pregnancy, 
and obstructed labor.23 
Social determinants that range from income, social status, education of the women 
to social support networks, individual behaviors and life style factors contribute 
immensely to maternal mortality in developing countries.24 The most effective 
way of preventing maternal deaths is through access to appropriate and timely 
1 The Maternal Mortality Ratio is a measure of the risk of death once a woman has become 
pregnant. The probability of becoming pregnant and the probability of dying as a result of that 
pregnancy cumulated across a woman's reproductive years is the lifetime risk of maternal death. 
Maternal Mortality Ratio is the number of maternal deaths during a given time period per 100 000 
live births during same time period. 
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maternity care during pregnancy, childbirth, and the pueperium and addressing 
social and life style factors.Z3, 24 
Maternal mortality and related morbidities have major consequences for both the 
woman and her family. For instance, the death of a mother leads to a reduction in 
household income, particularly, in areas of agricultural production and trading?5 
In Jowett's review paper on cost-effectiveness of safe motherhood on low-income 
countries, he revealed that women are more likely than men to spend on the 
welfare of the family, especially, on goods and services such as food, education 
and medicine.25 In Tanzania, for instance, maternal mortality has a negative 
impact on child's education. Children are less likely to enroll in school if their 
mothers are dead. 26 
Maternal death and disability have direct consequences on the welfare of infants. 
A study on the consequences of maternal deaths on infant and child survival in 
Haiti revealed that if a family experienced a maternal death, that family has a 55% 
increased probability of experiencing the loss of a child less than 12 years, 
whereas when a non-maternal death occurs, no increased probability exists.27 In 
Bangladesh, the likelihood of a child under 1 0 years without a mother dying 
within 2 years is 3 to 10 times higher than a child, who has a mother.Z6 This 
implies that if women continue to die, many more children will also die, creating a 
burden on both the health sector and the family 
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2.2. Strategies to Reduce Maternal Mortality 
The WHO and UNFP A have recommended approaches to prevent maternal 
mortality and morbidity to be employed in developing countries. 3 They include 
improved family planning; safe abortion; training of traditional birth attendants 
(TBAs ); improved coverage and quality of skilled attendance at birth and access 
to care of obstetric emergencies.3 The strategies vary in the amount and quality of 
evidence that supports their efficacy. 
2.2.1. Improved Family Planning 
Family planning (FP) plays a significant role in reducing maternal deaths. It is 
anticipated that if unintended pregnancies are prevented, maternal death could be 
reduced by 25-40% worldwide?8 FP prevents pregnancies that contribute to 
mortality, specifically, high parity births and births to younger or older women, 
and unwanted pregnancies. 29 FP could delay birth, thereby reduce parity, but once 
a woman becomes pregnant, FP cannot be considered an effective strategy for 
preventing death.30 In Koenig et al's article on "maternal mortality in Matlab, 
Bangladesh", an FP intervention from 1976-1985 led to a significant reduction in 
the number of maternal deaths in the treatment area, where FP had been 
introduced, but did not reduce the risk of dying among women who became 
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pregnant. The risk of death continued to be high among women who were 
pregnant, but fewer pregnancies eventually reduced the number of maternal 
deaths.30 
2.2.2. Unsafe Abortions and Post Abortion Care 
Globally, an estimated 42 million abortions occur each year and more than 95% of 
abortions in Africa are performed under unsafe conditions?1 Thirteen percent of 
the estimated maternal deaths worldwide and 70,000 per year are as a result of 
complications due to unsafe abortion procedures.31 Safe abortion can reduce the 
number of deaths among women with unwanted pregnancies, but women who 
carry the pregnancy until birth are still at risk of dying.31 
Developed countries legalized abortion from the mid-1950s to mid-1970s in an 
effort to ensure the safety of women, who patronize the services. Attempts have 
been made to liberalize abortion laws in developing countries, but this has been 
very slow. In most African countries, for instance, abortion is still carried out in 
secrecy and under unsafe conditions because of the laws that prohibit abortion 
services. The legalization of abortion is vital to ensure safety of the practice and to 
recognize the dignity and the rights of the individual to choose either to or not to 
abort.32 In Ghana, the law only permits abortion in raped cases, defilement of an 
imbecile, incest or a high risk pregnancy, where the child is likely to suffer from 
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severe deformity. The law is still interpreted as rendering abortion illegal, and so 
many health facilities do not offer the services.33 The 2007 Ghana Maternal Health 
Survey report indicated that 7% of pregnancies ended in abortion from 2002-2006, 
with use highest among the young and decreasing with age. Six percent of women 
in urban settings compared with 2% of rural women think that abortion is legal. 
Also, women in urban areas were more likely than women in rural communities to 
have ever had an abortion (20% verses 10%).33 Africa countries must review 
abortion laws to guarantee the safety, the dignity, and the rights ofwomen.32 
2. 2. 3. Improved Antenatal Care 
Antenatal care promotes access and use of skilled delivery services, yet, this 
indicator has not been proven to reduce maternal deaths and disabilities 
significantly. In Campbell and colleagues' article on strategies for reducing 
maternal mortality, the authors revealed that antenatal care has a little chance of 
impacting on the maternal mortality ratio.34 Graham identified screening as 
ineffective in identifying high risk women for medical intervention.35 In summary, 
antenatal intervention strategies are considered ineffective in addressing maternal 
deaths and disability in developing nations. Nevertheless, antenatal care clinics are 
avenues for health professionals to encourage pregnant women to seek skilled 
delivery care. 
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2. 2. 4. Training Traditional Birth Attendants 
TBAs have been trained to provide delivery services in an effort to increase "safe 
delivery care" and thereby reduce maternal mortality.36 The primary reason to 
train TBAs was the inadequate supply of trained health professionals to provide 
maternity care.36 Nevertheless, the training of has had little impact on maternal 
mortality, so they could only work hard to reduce maternal deaths and disabilities 
by referring their clients to well-equipped health facilities for care.37, 38, 39 
According to a study on the impact ofTBAs on delivery complication in Ghana, 
training ofTBAs to provide skilled attendants at delivery was inversely related to 
reduced postpartum fever and retained placenta, but positively associated with 
long hours oflabor. The study also found that TBAs training was not associated 
with client referrals. The authors concluded that the benefits of training TBAs for 
delivery care were not significant.40 A study on the effect of trained TBAs on 
outcome of pregnancy in the Farafenni area of Gambia also demonstrated a 
decline in maternal mortality in both the intervention and non-intervention areas, 
suggesting that trained TBAs had a negligible role in reducing maternal deaths.36 
In Ghana, a five-year comprehensive strategic plan includes training of TBAs to 
provide delivery services to women in rural areas. The Ghana Health Service has 
trained a number of TBAs, and they are providing delivery care to women in rural 
11 
areas nationwide. The reason for engaging TBAs in delivery care could be due to 
the insufficient number of skilled attendants in the country. 33 
The WHO, International Confederation ofMidwives (ICM) and International 
Federation of Gynecology and Obstetrics (FIGO) in a joint statement indicated 
that the use ofTBAs for delivery care should be a temporary step towards training 
and providing sufficient skilled attendants. Traditional Birth Attendants could play 
a vital role in safe motherhood programs by assisting trained professionals to 
provide maternity services.41 
2.2.5. Skilled Birth Attendance 
The WHO directed its focus on skilled care as key to achieving the Millennium 
Development Goal (MDG) 5 aimed at reducing maternal mortality ratio by 3/4 by 
the year 2015.9 Also important on the agenda is to increase skilled delivery care 
by 85%, especially, in countries with lower levels of skilled attendants at delivery 
as a step to accelerate the MDG 5.41 
Historical and observational evidence indicates that skilled attendants at delivery 
reduces the risk of maternal mortality.5 A review of the evidence on Safe 
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Motherhood strategies revealed that trained midwives were "agents of change" in 
reducing maternal mortality in some parts of the world. Maternal mortality in 
England was reduced by half toward the 19th century because of an increase in the 
proportion of deliveries by trained midwives.42 The introduction of trained 
midwives in Sweden's health system led to an enormous reduction in maternal 
deaths. This was confirmed by countries such as the Netherlands, Denmark and 
Norway, where the policy of training midwives was adopted in later years. 
Loudon reported that about 200,000 lives were saved by trained midwives in the 
USA in the 1920s.43 Thailand also broke a record of halving its maternal mortality 
ratio (from 400 to 250 or lower in 1970) by recruiting and training more midwives 
for skilled delivery care. In Sri Lanka, maternal mortality dropped gradually in 
1980 due to the use of trained midwives.44 
Graham et al examined whether skilled attendance could reduce maternal 
mortality in developing countries, and articulated the reasons to "ensure skilled 
attendance at delivery." They estimated that around 16% to 33% of all maternal 
deaths may be avoided through the primary or secondary prevention of four main 
complications--obstructed labor, eclampsia, puerperal sepsis and obstetric 
haemorrhage-by skilled attendance at birth. They concluded that skilled 
attendance has the potential to impact both maternal mortality and morbidity; 
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however the analysis cannot draw causal connections between maternal mortality 
and skilled attendance.5 
In summary, no epidemiological study has established any causality between 
skilled attendance at birth and maternal mortality. Nevertheless, historical 
evidence and social research has pointed to an association between skilled 
delivery care and maternal death and disability. 5' 42' 43' 44' 45 ' 46 Skilled delivery care 
has the potential to reduce maternal mortality and morbidity.5 The WHO, ICM 
and FIGO, therefore, urged all countries to provide skilled delivery care to all 
women during pregnancy, childbirth and the postpartum period. 
2. 2. 6. Improved Access to Emergency Obstetric Care 
Studies have demonstrated the connection between access to obstetric emergency 
care (EmOC) and maternal mortality5, and skilled delivery care is an effective 
means of ensuring prompt and quality EmOC.47 "Emergency obstetric care is a 
subset of functions or services, including the care of women and newborns during 
pregnancy, delivery and the time after delivery within the broader definition of 
"essential obstetric" care, which also includes the management of "women at 
high risk", "problem pregnancies", the monitoring oflabor, newborn special care 
and contraceptive methods".48 Emergency Obstetric Care (EmOC) has been 
shown to be effective in reducing maternal mortality and morbidity, and EmOC 
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can be promptly promoted, where there is availability of skilled birth attendants 
and good referral system.49 
A quasi-experimental study to evaluate the impact of a nation-wide maternal 
referral system in a population of more ,than one million people was conducted in 
Mali. The study employed an uncontrolled before-and-after design to assess 
comprehensive emergency obstetric care and its effect on institutional maternal 
mortality in rural Mali. The findings show that the probability of dying was 
reduced by half for all women after the implementation of an intervention. Forty 
eight percent of the reduction in deaths was associated with deaths from 
haemorrhage. 49 
In summary, strategies employed to improve maternal health have variable 
impacts on the reduction of maternal death and disability in developing countries. 
Family planning can help limit the number of pregnancies per woman and avert 
maternal deaths to some extent, but once a woman is pregnant FP is considered 
ineffective in preventing death (1988).30 Antenatal care has a limited potential to 
affect the maternal mortality ratio.3° Furthermore, safe abortion has been known to 
reduce the number of deaths of women with unwanted pregnancies, but women 
who carry the pregnancy to term are still at risk of dying.31 Also the training of 
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TBAs has had no impact on maternal mortality, although they can contribute to 
reduce maternal deaths and disabilities by referring their clients to well-equipped 
health facilities for care, where they exist.37' 38' 39 On the other hand, Graham and 
colleagues concluded that skilled attendance has the potential to impact not only 
on maternal mortality, but also morbidity.5 Nevertheless, achieving skilled 
delivery care will require more and better health care, that is, a health system that 
has been equipped at alllevels?4'49'50 Such a health system must make EmOC 
available and improve the human resources to support it. 
Skilled delivery care is more promising in addressing the MMR in Ghana than the 
other strategies because of its association with maternal mortality and morbidity 
reduction. If skilled delivery care is well implemented through the CHPS program 
in Ghana, it can ensure wide coverage and prevent many unnecessary deaths and 
disabilities among rural women. 
2.3. Factors that Mfect Skilled Attendants at Delivery 
2. 3.1. Human Resource Factors 
Human resource shortages remain a major challenge to health systems in 
developing countries. The current number of skilled attendants is extremely 
inadequate. 51 The WHO reported that 700,000 midwives were required globally to 
16 
guarantee every pregnant woman maternity care by 2010, however, the current 
estimates showed a shortage of 50%, which is largely in sub-Saharan Africa. 52 
Inadequate skilled attendants constrain health service provision and affect the 
utilization of skilled delivery services. Kolinsky et al reported that rural 
communities in sub-Saharan Africa and South Asia are severely constrained with 
professional assistance at delivery. In India, for instance, one obstetrician manages 
a 100,000 population, which is not in conformity with the national recommended 
standards for staff. 53 In Ghana; attrition of health personnel to more developed 
countries continues to diminish the supply of providers available to meet the 
population demands in the ·country. According to Zachary, more than 500 nurses 
and midwives left Ghana to work in industrialized countries in 2000.54 So far, 
13% of midwives have migrated to developed countries in search for "greener 
pastures" making the country the fourth in the ranking of sub-Saharan Africa 
countries suffering the health professional migration. 55 Other factors such as 
deaths, attrition, and immigration also contribute to this problem. 56 In view of 
these constrains, human resources need to be employed most effectively and new 
health workers need to be recruited. A range of strategies referred to as "task 
delegation", "task shifting" or "task sharing", "skills substitution" and improving 
use of available skills are considered a practical response to the skill shortages in 
the developing world57, which are likely to result in efficiencies. 58 Evidence has 
shown that lower level cadres ofhealthcare staff can substitute for highly trained 
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health professionals such as doctors for the performance of specific tasks that are 
in high demand. 59 
In 2006 the government of India and the Federation of Obstetric and 
Gynecological societies of India with technical assistance from JHPIEGO 
(Formerly Johns Hopkins Program for International Education in Gynecology and 
Obstetrics) instituted nationwide 16 week Comprehensive Emergency Obstetric 
Care2 (CEmOC) training for general medical officers. This program was to 
enhance the capacities of the general medical practitioners to provide skilled 
delivery services to women in rural areas. Evaluation of the program's impact on 
skilled birth attendance coverage in the targeted rural regions of India have not 
been completed, however, a formative evaluation found that most of the trainees 
were able to provide signal functions for Basic Emergency Obstetric Care 
(BEmOC) years after training. However, only two facilities were providing all 
comprehensive EmOC at their community health centers. Barriers to the use of the 
CEmOC skills among the general medical physicians included insufficient 
training for cesarean delivery, lack of anesthetists, equipment and infrastructure.60 
2 Comprehensive Emergency Obstetric Care - refers to basic emergency obstetric care plus two 
other signal functions: performance of caesarean section and blood transfusion. 
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In Mozambique medical assistants have been trained to perform surgical 
procedures in rural areas since 1984, allowing for "tecnicos de cirurgia" (Assistant 
Medical Officers) to compensate for the severe shortages of physicians in that 
country. A cross-sectional study in surgical procedure in 2002 revealed that 57% 
of 12,178 major obstetric surgeries were conducted by nonphysicians and in 
district hospitals; nonphysicians performed 92% of 3246 operations. A higher 
retention for "tecnicos de cirurgia" was observed compared to medical doctors: 
after 7 years, 88% of assistant medical officers continued to stay in post and work 
compared to medical doctors. The "tecnicos de cirurgia" program is an example of 
task delegation, where lower cadre of staff were substituted for higher cadre of 
staff.61 
Fenton and colleagues examined potential modifiable factors that influence high 
maternal and perinatal mortality associated with cesarean section in Malawi. They 
documented the use of 45 anesthetists to conduct cesarean sections in 23 districts 
and two central hospitals in Malawi. In this study, 8070 operations were 
performed by the anesthetists and a total of7622 operations (94%) were 
emergencies. The indication was related to obstructed labor in 5,110 (63%) 
operations, with a similar propmiion in central and district hospitals. Fetal distress 
(885, 11 %), antepartum haemorrhage (384, 5%), and preeclampsia (268, 3%) 
were less common indications. The most common serious preoperative 
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complications were haemoiThagic shock (610, 8%) and ruptured uterus (333 , 
4%). 62 The authors concluded that maternal and cesarean section was associated 
with major preoperative complications that are rare in developed countries and 
that improved training in anesthetics wider use of spinal anaesthesia, and 
improved surveillance and resuscitation in postoperative wards might reduce 
mortality.62 
The Kenya Ministry of Health (KMOH) in collaboration with USAID and the 
Population Council's Frontiers in Reproductive Health scaled-up a Community-
Based Midwifery Model that enabled women to give birth at home safely or be 
referred to a hospital when attended by a skilled midwife living in the community. 
The KMOH recruited and empowered committed retired or unemployed midwives 
living in rural areas to assist women during pregnancy, childbirth and the 
postpartum in their homes, manage minor complications and facilitate prompt 
referral when necessary to hospitals. The community midwifery has contributed to 
increasing the proportion of women assisted by skilled attendants in four districts 
of the Western Province ofKenya.63 
The Ghana Health Service has trained TBAs to provide essential and sometimes 
the only delivery services to rural women64, although evidence of their 
effectiveness is mixed.65 A study evaluating the impact ofTBAs training on the 
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health of mothers and new-borns revealed that mothers attended by a trained TBA 
were less likely to have experienced postpartum fever and retained placenta, but 
more likely to have had a prolonged labor.40 
Following the trend towards task delegation in Ghana, CHOs have been trained to 
provide skilled delivery care to women in rural areas through the CHPS program. 
This program may serve as an alternative strategy to improve access to skilled 
attendants at delivery in rural areas of Ghana. 
2.3.2. Individual, Community and Population Level Factors that affect Skilled 
Attendants at Delivery 
Disparities exist in health seeking behaviors in sub-Saharan Africa. Most findings 
show differences among distance to health facility, economic empowerment, 
educational level of the woman, educational level of the husband, religion, 
cultural and ethnicity factors. 66' 67•68•69,7° For example, an evaluation study on 
inequity in maternal health care services revealed considerable inequalities in the 
use of skilled attendants. The study of more than 2000 people revealed that the 
educational level of the women best predicted use of skilled attendants at birth, 
followed by complication, wealth quintile, number of antenatal visits, distance to 
nearest government facility, education of the husband and religion. 70 A study on 
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accessibility and utilization of delivery care in rural Burkina Faso demonstrated 
that distance between women's residence and the health facility, education and 
asset ownership are major determinants of skilled delivery service utilization. The 
interventional study, which involved 43 health facilities and 81,536 births found 
that distance between women's residence and the health facility, was a strong 
predictor of institutional delivery. 71 
A study on the use of maternal health services in Nigeria revealed that individual 
level factors such as education is a strong predictor of service utilization, whereas 
socio-economic factors are also significant determinants of use of maternal 
services at the household level. At the community level, geographical area 
predicts use of maternal health services significantly. 72In the Bangladesh, Burkina 
Faso and Nigeria studies, distance to health facility is a strong predictor for 
utilization of skilled delivery services, but in the Bangladesh study, wealth 
quintile, and education and residence factors emerged stronger relative to the 
distance factor. Nevertheless, individual, community and population level factors 
and health system barriers contribute greatly to the availability and utilization of 
skilled delivery services in sub-Saharan Africa. 
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2.3.3. Geographical and Distance Factors 
Geographic and accessibility factors contribute to low utilization of trained 
professionals during delivery. Gyimah et al (2006) paper on the reproductive-
health needs of African women showed variations between rural and urban 
women in accessing skilled attendants at delivery in Ghana. Women in rural areas 
are less likely than the urban dwellers to have skilled delivery care. 67 A study on 
user charges on the use of maternal health services in Morocco showed that urban 
dwellers are more likely than rural women to seek skilled delivery care.73 Seventy 
five percent of the poor in the developing world live in rural areas74 and this might 
account greatly for the overall low use of skilled attendants at birth. Mills and 
colleagues in their study of obstetric care in poor areas in Ghana, Kenya, and 
India, noted that geographical location played a significant role in women 
accessing skilled attendance at birth. Those residing in rural areas were 2 times 
less likely than women in urban settings to access skilled delivery services. 75 In 
the same report, it was revealed that women living less than 4 kilometers (km) 
away from a health facility were more likely to seek skilled attendance during 
delivery compared with women who lived 10-14 km away.75 A qualitative study 
in the Kassena-Nankana District of northern Ghana also revealed that women in 
urban settings had more access to skilled attendants during delivery than women 
in rural communities. In summary, geographical and distance factors contribute 
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immensely to the urban/rural difference in women accessing skilled attendance at 
birth in sub-Saharan Africa. 
2.3.4. Social and Economic Factors 
Social and economic factors have profound effect on utilization of skilled delivery 
services. Poverty contributes enormously to the decisions women make about 
place of delivery. According to Mills and colleagues in their study of obstetric 
care in poor areas in Ghana, Kenya, and India, women in the highest wealth 
quintile were twice as likely to have professional attended deliveries as women in 
the lowest quintile. Eighty two percent of women with postsecondary education 
sought professional delivery compared to only 28% of women without any 
education. In the same study, Mills and colleagues reported that women who had 
no education and were not gainfully employed were more likely to have a 
maternal related death compared with gainfully employed educated women. 75 
Addai and colleagues found that women with secondary schooling were more 
likely to deliver in the hospital compared with their counterparts with 
primary/junior secondary schooling and those with no schooling.76 A study 
conducted in Nigeria revealed that 85% of the richest had a trained professional 
during delivery compared to 13% of the poorest in 2003.77 In Tanzania, 86% of 
women in the highest quintile compared with 31% of women in the lowest 
quintile had a trained professional during delivery in 2004.78 Economic and 
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education factors are strong determinants of skilled delivery service utilization in 
sub-Saharan Africa: women decision to seek skilled delivery care is partly based 
on their education and economic empowerment, but their cultural background, 
religion and ethnicity also contribute to the decision making process. 
2.3.5. Cultural and Gender Factors 
Traditional beliefs and practices define communities' knowledge, attitudes and 
perceptions about illness and the use of skilled delivery services. In most African 
societies, the patrilineal system of inheritance is practiced and so, women are 
viewed as part of the cooperate inheritance of the family. 79 In such societies, 
males serve as heads of the lineage with unlimited decision making power over 
their female counterparts. 79 Most women play a subservient role in families, thus, 
they do not take decisions pertaining to major issues such as health. Cultural 
disparities exist among groups in society, and these differences explain why some 
women could easily access skilled delivery care and other women cannot. 
According to a study by Wall, the culture of purdah practice among Moslems in 
Nigeria isolates married women thereby restricting them from accessing medical 
care.80 Mills found that in the Kassena-Nankana district, the decision on place of 
delivery is the responsibility of the compound head, who is usually the senior 
male in the family or the husband of the woman. 81 In the Kassena-Nankana 
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District, Nazzar and colleagues also reported that different stakeholders are 
involved in a woman's decision to adopt contraception, and this sometimes leads 
to public humiliation and ridicule (1995). 82 In sub-Saharan Africa, therefore, male 
dominance and women subjugation restrict women decision making power in 
society. 
Adongo et al ( 1997) reported that soothsaying is a significant part of some 
traditional societies in sub-Saharan Africa. For instance, Kassena-Nankanas of the 
UER of Ghana are traditionalists, who believe that soothsaying provide solutions 
to their problems and offer hints to challenging issues that arise. 83 Mills and 
Bertrand reported that in traditions where soothsaying is part of life, women are 
less likely to use a health facility at delivery. The soothsayers in such societies are 
known to play an intermediate role between the gods and men, and they could 
predict a successful delivery or a delivery that will result in the death of the 
mother or child or both of them .66 According to Okolocha and colleagues, in 
some traditions, people could differentiate between maternal complications that 
could be handled by the hospital and those that could only be catered for by 
traditional healers and diviners. 84 Complications such as bleeding during 
pregnancy have been linked to evil spirits, which could only be arrested by 
diviners. 84 The decision of place ofhealth care is, therefore, made based on the 
disease condition and the meaning the community gives to it. 84 
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A qualitative study on access to obstetric care in rural Gambia revealed that older 
women decide whether or not the younger ones should have skilled delivery care. 
Their decisions are barely ever changed in the society. The older women decide 
on these issues based on their rich cultural background and "medical knowledge" 
of a successful delivery. 85 In the Akan culture of Ghana, for example, female 
elders exercise power and authority over younger ones within the lineage and 
extended family because they are considered mentors and the foundations of 
family histories. 86 Culture and gender stratification are integral part of life in sub-
Saharan Africa, hence, cultural factors and gender relations contribute 
significantly to women's decision making power about seeking skilled delivery 
care. 
2.3.6. Religious Factors 
In African societies, traditional religion that involves the worship of ancestors and 
spirits and other religious groups such as Christianity and Islam all exist. 83 The 
morals of these religious practices may affect the belief systems of societies and 
may influence the attitudes of people towards maternal care services. The notion 
is that religion offers healing and in some cases recommend the kind of medical 
intervention needed for a cure.67 In the African context, some sicknesses are 
believed to be caused by the spirits or ancestral gods, thus, treatment must be 
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sought from traditional healers and diviners rather than the modern health sector.67 
In Ghana, for instance, some religious groups do not permit medical intervention, 
but rather rely mainly on spiritual solutions to their health problems.67 It is, 
therefore, possible that certain religions may encourage behaviors that may 
constrain skilled attendance at birth. Addai in his study on determinants of 
maternal-child health services noted that women who practice the traditional 
religion were 62% less likely than Muslim women to seek skilled delivery care. 76 
In the same report, women who profess the Catholic faith were 1.4 times more 
likely than women who practice the Islamic religion to have skilled attendance at 
birth. Such differences still exist after controlling for other observed 
characteristics such as socioeconomic and cultural factors. 76 A study in Kenya 
revealed that 77% of the women who profess the Islamic faith were assisted by a 
trained professional during delivery compared with 56% of women who belong to 
other religious sects. 75 These results support the findings of Mills and colleagues, 
which revealed that in Ghana, Muslims were 1.9 times more likely than non-
Muslims to have skilled attendance at birth after controlling for observed 
confounders (2007).75 These fmdings confirm the fact that the religious factors are 
strong determinants of skilled delivery services utilization in sub-Saharan Africa. 
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2.3. 7. Ethnicity Factors 
Ethnicity in sub-Saharan Africa plays an important role in women's decision 
making process. In Ghana, skilled attendance at birth is most unevenly distributed 
across regions and ethnicities. 87 Among the Akan tribes of southern Ghana, where 
the matrilineal family system is practiced, women have more decision making 
power than the Kassenas and Nankanas of northern ethnic groups with a 
patrilineal family system.83'86 In the Kassena-Nankana tribes, gender roles allow 
men to control family wealth and make important decisions that affect women 
and children, 83 but in the Akan tribes women occupy important and high positions 
within the family and the chiefdom.86 For instance, some women in the Akan 
ethnic groups are crowned queens, which gives them the power to rule and make 
important decisions on behalf of their subjects, especially, women and children.86 
According to a study by Addai a higher proportion ofFante and other Akan 
women seek skilled attendance at birth compared with Ewes, Guans and women 
of northern tribes. 76 A comparative study in Ghana, India and Kenya, revealed that 
in India, the higher caste is more likely than the scheduled or lower castes to 
deliver with skilled attendants 75 , and a comparative study on equity and maternal 
health revealed a substantial difference for skilled delivery care among ethnic 
groups in Kenya and Ghana. In Kenya, for instance, 71% of the Kikuyu tribe 
delivers with a skilled birth attendant compared with 27% of the 
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Mijikenda/Swahili tribes.87 Ethnicity factors, thus, contribute immensely to the 
disparities in health seeking behavior among women in sub-Saharan Africa. 
2.4. Health System Barriers 
Health system barriers that include human resources, user fee/cost of delivery, 
equipment, drugs and infrastructure also contribute immensely to the availability 
and utilization of skilled attendance at birth in sub-Saharan Africa. 6 If the Ghana 
Health Service wants to reduce barriers to accessing skilled delivery services, it 
should not address the population and individual level factors only, but also 
consider the health system barriers to accessing maternity care. This will help 
address the problem holistically. 
2. 4.1 . Cost of Delivery 
The high cost of delivery constrains its use in many communities within 
developing countries because poverty is widespread. 74'88 In Bangladesh, for 
instance, about half of the families in urban areas did not have enough cash for a 
normal delivery, and three-quarters did not have enough money for a cesarean 
section in urban Sylhet. 88 An evaluation carried out in 2005-2006 on free 
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maternal care revealed an improvement in utilization of maternal health services 
after the introduction of a fee exemption program. After a year and half of fee 
exemption, the largest increase in health facility utilization for skilled delivery 
care was observed among the poorest and the poor in two regions. 89 In summary, 
user fee is a major health system barrier to skilled delivery care in developing 
countries and lessons from the Ghana fee exemption program suggest that service 
utilization could be increased significantly. 
2. 4. 2. Medicine and Equipment 
Medicines and equipment shortages impede availability and utilization of skilled 
delivery services in most developing countries. In Yemen, for example, a study to 
assess the functional capacity in infrastructure, equipment and drugs revealed that 
medicines and equipment needed to provide BEmOC were either irregular in 
supply or entirely not available. Of 20 facilities, 5 reported no drugs and none of 
the facilities in the study had the lifesaving drug known as magnesium sulfate. 
The authors also reported that some of the facilities did not have ambu bag for 
newborn resuscitation, sphygmomanometer, stethoscope, or baby weighing 
scale.90 Mills and colleagues also reported lack of equipment such as partograph 
for monitoring labor, manual vacuum aspirators for removal of retained products, 
vacuum extractor and curettes in some health facilities in Ghana. 75 In conclusion, 
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drugs and equipment remain a major hindrance in the provision and use of skilled 
delivery services in developing countries, hence, steps should be taken to address 
these shortages if governments are to achieve the goal of skilled care for all 
women as recommended by WH0.41 
2. 4. 3. Infrastructure 
Inadequate Infrastructure is a major obstacle to the provision and use of skilled 
delivery services in many developing countries. A study on infrastructural 
capacity in Yemen revealed that 5 facilities out of 20 had no labor rooms.90 
Pearson and colleagues also reported infrastructural constrains such as water, 
electricity, communication, referral system, and inadequate staff quarters to 
provide basic emergency obstetric services in health facilities in Kenya, Rwanda, 
Southern Sudan and Uganda.91 Mills and colleagues also revealed that water, 
electricity, communication were in lack in some health facilities in Ghana and 
Kenya.75 In summary, many health facilities in developing countries are faced 
with inadequate infrastructure to offer basic and comprehensive emergency 
obstetric care, but these limitations could be addressed if governments prioritize 
their needs and identify maternal health as key to economic development. 
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2.5. Community Participation 
Community participation is an essential part of health service delivery in 
developing countries. Community health volunteers have been used in a number 
of programs ranging from small to large scale initiatives to encourage community 
involvement and to compensate for the severe shortages of health professionals in 
the health sector. 13'92'93'94 The Alma-Ata Conference in 1978 reiterated the goal of 
'Health for All by the Year 2000' and approved Primary Health Care (PHC) as 
key to achieving this goal5and community participation was identified as the best 
. . . PHC 13 92 93 94 strategy to engage commuruties m . ' ' ' 
Community may be defined as "a group of people who have something in 
common and will act together in their common interest .... Many people belong to 
a number of different communities; examples include the place where they live, 
the people they work with, or their religious group".95 
Community participation is a "strategy that provides people with the sense that 
they can solve their own problems through careful reflection and collective 
action"96 
The Danfa Comprehensive Rural Health and Family Planning project in the 
Greater Accra region of Ghana demonstrated that village health workers could be 
successfully used for delivery ofPHC services in Ghana.93 Social research 
revealed a success where 
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community volunteers (teachers) were used to provide a malaria 
chemoprophylaxis therapy compared with health center-based care for pre-school 
children.93 The Bamako Initiative designed to increase access to PHC 
implemented the minimum integrated health package and based on the concept of 
community involvement, village committees were engaged in health delivery 
management. The program resulted in improved child health, mostly in West 
Africa.97 Kuhn and Zwarestein in their study reported an increase in polio 
immunization coverage, but a drop in measles immunization coverage, where 
volunteer health workers were involved in promoting immunization and 
breastfeeding.98 In a study on the role of community participation in tuberculosis 
(TB) treatment delivery in South Africa, Korande and colleagues reported that 
one-third of TB patients treated by lay volunteers in communities was equivalent 
to those who received treatment through health workers.99 The conclusion of this 
study was that community volunteers play a significant role in TB patient 
treatment in South Africa. Dudley et al program on community contribution to TB 
control in Cape Town, South African revealed that community health workers 
contribute greatly to TB control program performance. 100 Health authorities have 
recognized the key role community members play in service delivery in sub-
Saharan African countries and engage that in implementing health programs. 
Community participation remains a useful tool in accelerating the attainment of 
the MDGs and they should be engaged to greatly help make progress towards 
MDG five, to improve maternal health. A study on the use of Safe Motherhood 
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Promoters (SMPs) to encourage early and complete antenatal care visits and 
delivery with skilled attendants in Tanzania revealed increase in skilled deliveries 
and antenatal attendance in that country. 101 A study on the reduction of maternal 
and perinatal mortality in rural Burkina Faso showed that the use of health 
professionals and community members in providing maternal and child care 
significantly increase institutional births and reduce maternal and perinatal 
deaths. 102 These programs impact have distinctively shown how communities 
could contribute to women access and utilization of maternity services and 
indicated how community members could be involved in health service delivery. 
Haines et al cited how evidence-based interventions have demonstrated 
community health workers contributions to high child survival coverage and other 
health programs and suggested evaluating the role community participation plays 
in increasing coverage of essential interventions. 103 Doctor in his paper mentioned 
that the shared contribution of community volunteers and CHOs to health delivery 
care motivated communities preference for smaller families, which indicated a 
change in reproductive behavior. 104 A review of the literature demonstrated how 
the combined efforts of communities and CHOs in providing community health 
and family planning services led to reduced fertility by 15%, equivalent to one 
birth in the general population. The success of the CHFP project led to 
implementing the CHPS Program aimed at improving access to health care and 
family planning services in rural areas of Ghana through the collaboration of 
health providers and the communities they serve.94 Community participation is 
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gaining grounds in sub-Saharan Africa, so communities should be encouraged to 
continue to get involved in the design, implementation, evaluation and 
dissemination of health programs to improve their health status, claim ownership 
and guarantee continuity of the programs. 
2.6. Summary 
In summary, evidence has demonstrated that skilled attendants at delivery 
contribute to reducing maternal mortality in developed countries. Population level 
factors including distance, economic, cultural, religion and lack of community 
involvement impede the utilization of skilled attendance at birth. Health system 
barriers such as human resources, user fees, and inadequate infrastructure, 
equipment and drugs remain major challenges to availability and utilization of 
skilled delivery services. In developing countries, task delegation has had an 
enormous effect on increasing access to skilled attendants at birth. Based on this 
evidence, the Ghana Health Service has implemented a program to train its 
existing cadre of CHOs to provide skilled birth attendants through the CHPS 
program in the UER. The program has the potential to address the socioeconomic, 
cultural and geographical factors because it is designed to make health services 
available, accessible and affordable through the CHPS program. As yet, no study 
has evaluated how the integration of skilled delivery care into the CHPS program 
has been executed, nor monitored its effects. As noted, this project aims to 
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describe the process of skilled attendants at delivery-CHPS integration and assess 
its influence on related outcomes, including the availability of, access to, and use 
of skilled delivery care in the UER of Ghana. The findings of the evaluation will 
make an important contribution to the literature on task delegation strategies and 
be valuable to policymakers and implementers in Ghana as they consider scaling 
up to other regions. The study will provide useful lessons to other countries 
seeking to replicate or adapt the approach to reduce maternal mortality. 
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Chapter 3: Profiles of Ghana and the Upper East Region 
3 .1. Country Profile 
3.1.1 Geography 
Ghana is situated in the middle of the Guinea Coast of West Africa and covers an 
area of238,539 square kilometers. The country is bordered by Burkina Faso to the 
north, Togo to the east, La Cote D' Ivoire to the west and the Gulf of Guinea to 
the south. Ghana is generally a low-lying country with a range of hills in the east 
along the border with Togo and the eastern Akwapim-Kwahu range and a few 
hills along the coast. Whereas the western and eastern parts are mainly forest type 
vegetation, it is mainly savannah type in the northern parts of the country. 105 
The country has a tropical climate, with rainfall and temperatures varying by the 
distance from the sea and altitude. There are two distinct seasons, rainy and dry 
seasons. Southern Ghana has two rainy seasons from April to July and September 
to October, whilst the north has only one rainy season from May to September. 
The average annual temperature is 26° Celsius (76°F) ·105 
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3.1.2. Population 
Ghana has 10 administrative region and 170 districts at the time of the 2010 
census. Ghana has a population of24,658,823 (2010) this represents an increase 
of 3 0. 4% over the 2000 census population of 18,912~ 079, with an annual growth 
rate of 2.6%. Sixty six percent of Ghanaians live in rural areas. There are five 
major groups in Ghana; Akans constituting the majority, 48%, Mole-Dagbanis, 
17%, Ewes, 14%, Ga Adangbes, 7% and Mandes, 1% interspersed by many 
smaller tribes. Whilst English is the official language, many Ghanaians speak 
local dialects ofTwi, Dagbani, Ewe, Rausa and Ga. 105 
The most populous region is Ashanti, with a population of 4,780,280 representing 
19.4%. the least populous region is Upper West with 702,110 persons constituting 
2.8%. The annual average intercensal growth rate is 2.5%. Ghana has a youthful 
population consisting of a large proportion of children under 15years (41.3%). 105 
3.1. 3. Religion 
Seventy one percent of the population professes the Christian faith and 18% are 
Muslims. Only a small proportion of the population either adhere to traditional 
religion (5.2%) or are not affiliated to any religion (5.3%). 10 
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3.1. 4. Literacy 
Majority of the population (74%) 11 years and older are literate and a large 
proportion (67%) can read and write in English. In terms of gender, 80% of males 
are literate compared with 69% of females who can read and write. Regional 
variations exist in literacy levels, with the three northern regions having less than 
50% of population aged 11 years and older as literate compared with the other 
regions of at least 69% being literate. 105 
3.1.5. Economy 
Ghana' s economy is mixed with minerals and agriculture. Cocoa is the major 
sources of income. Of nearly twelve million economically active Ghanaians, 93% 
are employed. The private informal sector is the highest employer, accounting for 
93% of working population, while 6% of people are employed in the public 
sector. About 41% of the economically active population aged 15 years and older 
is involved in agriculture, forestry and fishery. Twenty one percent are engaged in 
trading and services, whereas 15% are involved in craft related trade. 105 
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3.2. Study Setting 
3.2. 1. Geographic and Demographic Context 
The study setting is the UER of Ghana. Located in the north-eastern comer of 
Ghan~ the region is bounded by Burkina Faso to the north and the Republic of 
Togo to the east. It covers an area of 8,842 square kilometers. With an annual 
population growth rate of 1.2%, the region' s population estimates for the 2010 
census was 1,046,545. The population is predominately rural (79%) with 21% 
urbanization. In Ghana, there are disparities between the northern and s<;mthem 
sectors in terms of infrastructural development and education. The southern sector 
has had better infrastructural development compared with the northern part of 
Ghana, but this is progressively changing because of the deliberate steps 
governments have taken to build roads, hospitals, health centers and develop the 
educational sector in the three northern regions (Upper East, Upper West and 
Northern regions). 105 
There are two main seasons: the rainy season which begins in May and ends in 
October. Rainfall does not occur regularly (800-900mm annually). A long dry 
season begins in November through April with harmattan winds and dry hot 
periods where temperatures exceed 40° C. The region mostly relies on subsistence 
41 
farming during the wet season and this is complemented with limited irrigation 
farming during the dry season. Crops grown yearly include cereals such as millet, 
guinea com and groundnuts. Rice, tomatoes and onions are cultivated in the 
irrigation schemes in Tono and Vea Dams and about 400 smallholder dams and 
dugouts. Animal rearing is also a major occupation of the rural population.106 
The Upper East Region is divided into 6 administrative districts and 42 health 
sub-districts. Two new districts were created towards the end of the year 2004 
and one in 2008. These are the Talensi-Nabdam created from the Bolgatanga 
Municipality, and Garu-Tempane from Bawku East Municipality, and the 
Kassena-Nankana West (KNW) District from the Kassena-Nankana District 
bringing the total number of districts to nine in the region. The region has one 
regional hospital located in Bolgatanga, the regional capital; 5 district hospitals; 
26 health centers and 3 5 clinics run by the government health service, mission · 
. . . d th . 106 mstltutwns an e pnvate sector. 
The CHO-Midwives and other trained midwives offer skilled delivery services to 
rural women in the region. 107 TBAs also provide delivery care to women in rural 
communities. The CHO-Midwives and community-based volunteers promote 
skilled birth by intensifying health education and behavior change 
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communication. The government has introduced a policy of free medical care for 
pregnant women under the Ghana National Health Insurance Scheme (NHIS) 
aimed at offering rural women the opportunity to seek skilled attendance at birth. 
Some women in rural areas have already benefited from this initiative. 108 
3. 2. 2. Cultural context 
The people share a similar social and cultural background and traditional practices 
such as funeral rites, widowhood rites, festivals, marriage customs and child 
naming. Five main languages are spoken in the Upper East region (Gurune, Kusal, 
Kasem, Buli, and Bisa).105 
Households are grouped into extended family units or compounds, each headed by 
a male. The settlement pattern is highly dispersed in 911 communities. Lineage, 
customs, religious practices, marriage patterns, and other social characteristics of 
the population are traditional, but changes that include eradication of harmful 
traditional practices such as female genital mutilation and widowhood rites are 
taking place. High enrolment of girls in schools is now a common place in the 
regionY 
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In this cultural setting, it is typically believed that delivery care is the 
responsibility of compound heads, mothers-in-law and older women. Compound 
heads, mothers-in-law and sometimes older women make decisions about place of 
delivery of the younger ones and these decisions are hardly ever challenged in the 
society. They make these decisions based on culturally ingrained beliefs about 
deliveries and what is necessary for a successful delivery. Soothsaying3 is a way 
of life of the people of the region and soothsayers are spiritual leaders who 
perform traditional rites that are believed to establish communication with 
ancestral spirits. Families occasionally consult soothsayers to predict a successful 
deli very. 83 
3.2.3. The Kassena-Nankana East District 
The Kassena-Nankana East (KNE) District is located within the UER in the north-
eastern Ghana with an estimated population of the district is 109,944 and a growth 
rate of 1.2%. The district population, like that of the region, is predominately 
rural. Urban dwellers make up 27% of the district population. There are two major 
ethnic groups: the Kassena inhabit the central corridors of the district while the 
Nankana are located in the eastern and southern part of the district. A third 
3 Soothsaying is the process of engaging spirits and ancestors about issues concerning humans. 
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minority group known as the Bulisa also resides in the southern part of the district. 
The three ethnic groups share a homogeneous social and cultural system. 105 
3.2.4. The Kassena-Nankana West District 
The KNW district is newly carved out of the Kassena-Nankana District (KND) in 
the Upper East Region. The estimated population in 2010 was 70,667 with the 
population growth rate of 1%. The district is predominately rural with urban 
dwellers constituting 14% of the population. The district inhabitants are 
predominately the Kasem and Nankam speaking group. 10 
3. 2. 5. Bongo District 
The Bongo district is located in the UER. With an annual population growth rate 
of 1.2%, the district population estimates for the 2010 census was 84,545. The 
district is predominately rural, with urban population constituting 6%. The district 
inhabitants are predominately Frafra speaking group. 105 
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3.3. The CHPS Program 
The CHPS program was established in 2000 aimed at improving access and 
quality of health care and family planning services in all the districts of Ghana. 13 
The Initiative emanated from the Navrongo experiment known as the CHFP 
project designed as a community-based model for providing integrated health 
services to rural communities. The Navrongo experiment demonstrated that the 
combination of mobilizing community volunteers and redeploying nurses to 
village-based locations resulted in a 15% reduction in fertility by 1999, equivalent 
to a decline of one birth in the total fertility rate. 94 Also, posting nurses to rural 
communities was associated with a 33% reduction in the odds of childhood 
mortality. 109 The experiences and lessons ofthe 'Navrongo Experiment' serve as 
the basis for the establishment of the CHPS program. The CHPS program is 
jointly implemented by the Ghana Health Service and the communities in Ghana. 
The communities collaborate with the health sector in areas such as provision of 
land and labor for building CHPS compounds. Community members also assist in 
providing basic health services to the people in their communities. The volunteers 
participate in health education; provide basic health services such as paracetamol 
for headaches and oral rehydration salt for diarrhea. They also distribute condoms 
and the pill to community members. 13The overall strategic goal of CHPS is to 
improve the health status of people living in Ghana by fostering actions and 
empowering households and communities. The objectives are to improve equity in 
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access to basic health services, improve efficiency and responsiveness to client 
needs and develop effective intersectoral collaboration. 110 The key component of 
CHPS is a "community-based service delivery point that focuses on improved 
partnership with households, community leaders and social groups addressing the 
demand side of service provision and recognising the fact that households are the 
primary producers ofhealth". The CHOs involve the communities in the zones 
(catchment area) in planning ofhealth activities known as "community decision 
making systems". 110 The strategic policy of the Ghana Health Service is to have a 
"three tier level of service provision within a district-the district (Hospital) level, 
the sub-district (Health Center) level and community-based level". All sub-
districts are divided into zones with a catchment population of 3000 to 4500 
where primary health care services are provided to the population by a resident 
CHO supported by the structures in communities as well as intensifying 
community participation. All the resources and logistics needed for the CHO to 
deliver services at the doorsteps of the people to make the zones fully effective as 
functional CHPS zones within the sub-district are made available. The CHPS 
zones are based on the local government of decentralization, where the District 
Assemblies and Unit Committees use population of 1500. A CHPS zone has a 
population of 3000 to 4500 people-covering two to three Unit Committees of the 
District Assembly. The policy stipulates that for effective work to be carried out, 
two trained CHOs should be placed in a CHPS zone to provide services at the 
doorsteps of the people. The services are focused on outreaches, doorsteps health 
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delivery and establishment of community systems to assist in service delivery, 
community registers to trace clients' defaulters and managing pregnant women 
and children at risk. 110 
CHPS is defined as "the mobilization of community leadership, decision making 
systems and resources in a defined catchment area (zone4), the placement of 
reoriented frontline health staff5 [known as Community Health Officers (CHO)] , 
with logistics support and community volunteer systems to provide services 
according to the principles of primary health care (PHC-Plus).' It is a "close-to-
client" service delivery system". 110 
The Ghana Health Service, in an effort to provide skilled delivery services to rural 
women, has added CHO-Midwives to the existing CHPS Initiative. As the 
program seeks to ensure that all women in remote villages have access to skilled 
professionals during and after delivery, it seeks to build strong collaboration 
between TBAs and health professionals and between all community members and 
the CHO-Midwives. A total of3,246 CHOs have been trained and sent to rural 
areas to provide preventive and curative services, such as health education, 
treatment of minor ailments, family planning services, antenatal care, and 
immunizations in areas that formerly had inadequate or no access to the public 
health system. 13•1 11 Less than 5% of all CHOs are trained as community midwives, 
and are providing skilled delivery care to women in rural areas. 112 The basic CHO 
4 A 'zone' usually comprises a delineated health service delivery catchment area of up to three (3) 
Unit Committees (population 3000-4500) within a sub-district. 
5 Frontline health cadres include Community Health Nurses/Nurses, Field Technicians. 
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training includes basic nursing care, disease control, nutrition, maternal and child 
care, school health services and environmental health. The CHO-midwifery 
training includes basic emergency obstetric care. 113 Basic emergency obstetric 
care refers to "lifesaving services for maternal complication being provided by a 
health facility or professional, which must include the following six signal 
functions: administration of parenteral antibiotics; administration of parenteral 
oxytocic drugs; administration of parenteral anticonvulsants for pre-eclampsia and 
eclampsia; manual removal of placenta; and assisted vaginal delivery". 114 
Human resource shortages remain a major challenge to health systems. In Ghana, 
health professionals moving to developed countries to work reduce the number of 
health providers available to meet the health needs of the country. 54 About 13% of 
midwives have migrated to developed countries in search for better salaries 
making the country the fourth in the ranking of sub-Saharan Africa countries 
facing the problem of inadequate health professionals to provide health services. 55 
There are midwives shortages in more than a third in the government health 
facilities in Ghana. 110 The midwives shortages are more predominant in rural areas 
than urban settings, and also in health centers/clinics/CHPS centers compared 
with district/regional hospitals. 110 
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The Government of Ghana has opened additional midwifery schools to 
supplement existing ones, as a way of adding to the midwifery workforce and 
replacing aging midwives as well as those who have migrated to other 
. ll5116117InGh ·d ·.c: • • h 1 ·d · natwns. ' ' ana, m1 w11ery tratmng sc oo s prov1 e courses rangmg 
from certificate to diploma in midwifery. The University of Cape Coast is rurming 
a diploma program in midwifery/ 16 and the University of Allied and Health 
Sciences in the Volta region of Ghana has started a Bachelor of Science degree 
program in nursing and midwifery aimed at training more nurses and midwives in 
the country.m The University for Development Studies and the K warne Nkrumah 
University of Science and Technology plan to open a Bachelor of Science 
program in midwifery to build human capacities to provide skilled delivery 
. . h 115 services m t e country. 
The Ministry of Health began training CHOs/CHNs as midwives to fill in the gaps 
that exist in rural communities. CHOs/CHNs are being trained in midwifery at the 
Bolgatanga Midwifery School and other midwifery schools in northern Ghana and 
trained CHO-Midwives, with the intention of deploying them to CHPS 
compounds without midwives. 
The Government of Ghana has added a new strategy-the training of CHOs as 
midwives. CHOs/CHNs were being trained in midwifery at the Bolgatanga 
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Midwifery School. Upon the completion of their training, the CHO-Midwives are 
deployed to all CHPS compounds without midwives in order to improve access to 
maternal health and skilled delivery services, especially at the lower levels of the 
health care structure. 118 They receive basic EOC certificate training for a period of 
two years, designed to enable the trainees to understand the basic concepts in 
midwifery and develop the skills necessary for midwifery practice. The entry 
requirements and assessment for the CHO-midwifery program is a certificate in 
community health nursing with a minimum of five (5) years working 
experience. 118 The midwifery certificate and diploma are awarded by the Nurses 
and Midwives Council of Ghana. 118 Since the training of CHO/CHNs began, a 
number of them have graduated from the midwifery school with certificate in 
midwifery, and some CHO-Midwives have been deployed to the Bolgatanga and 
Bawku Municipalities, Bongo, Kassena-Nankana East, Kassena-Nankana West 
Districts to provide basic services including maternity services in rural 
communities. Data on the precise numbers of CHO-Midwives trained and 
deployed are not easily available from the District Health Management Teams. 
The 2008 Ghana Demographic and Health Survey (GDHS) reported that in UER, 
approximately 8% of skilled deliveries were supervised by CHOs. This region 
recorded the highest number of deliveries attended by the CHOs in the country, 11 
but there are no available data to compare the maternal mortality ratio of the UER 
51 
to the rest of the country. However, the GDHS results point to the importance of 
evaluating the impact of the early effort to incorporate SBA into the CHPS 
program by determining the extent to which the CHO-midwifery program has 
been implemented as an integrated component of the existing CHPS program and 
assessing the extent to which the program has achieved its desired outcomes such 
as women utilizing the services and their level of satisfaction for informed 
decision making on the scale-up of the program to all rural communities in the 
country. Although skilled delivery by CHO-Midwives has not been a formalized 
program in the UER nor in other regions of Ghana, the critical role CHO-
Midwives appear to be playing points to the urgent need for its evaluation. 
Understanding how the CHO-midwifery program has been integrated into the 
CHPS program and the extent to which the program has achieved its desired 
outcomes is critical, particularly as the Ghana Health Service seeks to scale up the 
program throughout rural Ghana. 
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Chapter 4: Research Questions, Study Design and Methods 
4.1. Research Questions and Specific Objectives 
The project addresses three major research questions; the first question probes the 
implementation of the program, and the second, community participation and the 
third, utilization and satisfaction-related outcomes. 
The questions and associated objectives are as follows: 
1. To what extent has the CHO-Midwives skilled delivery program been 
implemented as an integrated component of the existing CHPS? 
a. To describe the training of the CHO-Midwives, including the aims, content, 
and methods of the curriculum, and assess its fidelity to established goals. 
b. To assess the extent to which CHO-Midwives deliver the full range of SBA 
and other services for which they have been trained within the integrated 
model. 
c. To identify and illustrate the factors that have facilitated or impeded the 
ability of CHO-Midwives to provide skilled delivery care, including their 
level of competency and the institutional resources provided. 
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2. To what extent has community residents and leaders participated in the 
implementation of the skilled delivery program? 
a. To assess the extent to which communities know and use the skilled 
delivery care and other programs in the CHPS context; 
b. To identify key roles community members played in the implementation of 
the skilled delivery program; 
c. To identify the benefits and challenges of community involvement in 
skilled delivery care; and 
d. To identify areas that needs to be improved to optimize effectiveness of 
the program. 
Examination of Research Question #1 and 2 constitutes the process evaluation. To 
meet the above study objectives, I will review key training and program 
documents and conduct 43 key informant interviews. 
3. To what extent has the CHO-Midwives skilled delivery program achieved 
its desired outcomes in the Upper East Region among birthing women? 
a. To determine the level of awareness regarding the role of CHOs as 
midwives among birthing women in community; 
b. To determine the proportion of birthing women in the past three years who 
used the services of the CHO-Midwives for delivery; 
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c. To describe the reasons given by women for their choice of birth attendant; 
assess the level of satisfaction with skilled delivery services used, 
including those provided by CHO-Midwives and other health 
professionals; 
d. To compare the social and demographic characteristics of women who 
were assisted by health professionals vs. non-health professionals. 
e. Compare the social and demographic characteristics of women who were 
assisted by CHO-Midwives and those who were not assisted by CHO-
Midwives during delivery. 
f. To identify factors associated with use and non-use of skilled attendants at 
birth (predictors of access/choice to utilize). 
4. How do the fmdings inform recommendations for the revision and scale 
up of the skilled delivery package as part of the integrated program? 
5. How do the findings inform policy for the scale up of the skilled delivery 
as part of the integrated CHPS program? 
4.2. Study Design and Methods 
The study used three research strategies: 1) the review of government documents 
to ascertain original program design, training, and progress toward goals and 
objectives; 2) in-depth qualitative interviews with health professionals (including 
CHO-Midwives) and community residents and opinion leaders, to explore 
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challenges, successes and lessons learned; and 3) a household survey of women 
who have ever given birth in the last three years to ascertain their awareness of the 
program, use of the services and their satisfaction with the care received. The use 
of multiple data sources and the integration of quantitative and qualitative data 
strengthened the study by ensuring the inclusion of multiple perspectives and 
making triangulation possible. For example, we compared the reports of CHO-
Midwives regarding the services they provided with reports of key informants 
about services available and offered. 
We achieved research objectives la-lc and 2a-2d through in-depth interviews 
with key informants and review of documents, and 3a-3e through the conduct of a 
household survey among a random sample of women who have given birth in the 
past three years. 
4.3. Data Sources and Collection Methods by Research Question 
Table 1 presents the sources of data and data collection methods and measures for 
each major research question and associated objectives (See Appendix B) . 
1. Research Question# 1 and 2: To what extent has the CHO-Midwives 
skilled delivery program been effectively implemented as planned--
integrative model of community-based health care and skilled delivery 
care? 
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2. To what extent has community residents and leaders participated in the 
implementation of the skilled delivery program? 
These questions frame the process evaluation. We employed qualitative research 
approaches to address this question and its seven objectives. In qualitative 
research, the goal of the researcher is to gain a deeper insight into human behavior 
and reasons for behaving in a certain way. The qualitative method examines 
human behavior and tries to find answers to the "why" and "how" issues of 
interest. 119 We probed how the integration ofCHO-Midwives into the CHPS 
program had been planned and implemented and how key players describe the 
reasons for its successes and challenges. To meet the seven specific study 
objectives, we extensively reviewed available documents and conducted a total of 
41 key informant interviews. 
A semi-structured interview is a "method of research used in the social sciences 
with flexibility, allowing new questions to be brought up during the interview as a 
result of what the interviewee says."120 A document review entails assessment of 
relevant documents guided by objectives of a study.119 Documents reviewed 
included the Maternal and Child Health policy report, Safe Motherhood Protocol, 
the Maternal and Child Health Annual Report, the Ghana Health Service annual 
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reports, CHO service delivery reports, Annual/Quarterly Regional and District 
Health Management Team reports, and the CHO-midwifery training curriculum. 
4.4. Sample Size and Sampling ofKey Informants 
4.4.1. Sample Size 
A total of 49 CHO-Midwives and 15 CHO-Midwives supervisors were employed 
in the three districts as follows: 17 CHO-Midwives in the Kassena-Nankana East 
district, 17 CHO-Midwives in the Bongo district and 15 CHO-Midwives in the 
Kassena-Nankana West district. We included 12 CHO-Midwives and 15 
community stakeholders in our interviews in the three districts: In the Kassena-
Nankana East, Kassena-Nankana West districts, and Bongo districts, we randomly 
selected 4 CHO-Midwives from each of the district to participate in the in-depth 
interviews. A total of 12 CHO-Midwives were to be interviewed, but 10 
participated in the interviews. The other two participants were not available for 
interview after several attempts to meet and interview them. Out of 12 CHO-
Midwives supervisors in the three districts, 2 supervisors were randomly selected 
from each district to participate in the in-depth interviews. In all, 6 supervisors 
were interviewed. 
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The program heads and policy-implementers include the 3 District Directors of 
Health Services; the Regional Maternal and Child Health Director; the Regional 
CHPS Coordinator, the Heads of the Maternity Wards of the War Memorial 
hospital in Navrongo, the Paga Health Centre and the Bongo Health Centre, and 
the principals of the Bolgatanga Midwifery Training School and the Navrongo 
Community Nurses Training School. 
A total of 15 community stakeholders were recruited for the in-depth interviews: 
They included chiefs (N=3), elders (N=3), traditional birth attendants (N=3), and 
community volunteers (N=3); and women leaders (N=3). 
The in-depth interviews included 10 CHO-Midwives and 6 supervisors from each 
District; 10 program heads, policy-implementers and community health and 
midwifery tutors; and 15 community stakeholders. In all, a total 41 health 
professionals and community stakeholders interviewed were conducted. 
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4.4.2. Recruitment ofStudy participants 
The CHO-Midwives and their supervisors were recruited through a random 
sampling of study participants, as described below. We recruited the heads of 
departments and institutions of the Ghana Health Service, and the heads of the 
maternity wards ofthe War Memorial Hospital and the Paga and Bongo Health 
Centres for the interviews to gain perspective of "outsiders" on how the skilled 
delivery program is being implemented through the CHPS program and how the 
program affects their work. We invited the health professionals through the 
Regional Director of Health Services. The invitation was in the form of an official 
letter addressed to the Regional Director of Health Services for permission to 
interview the Directors, Principals and the Regional CHPS Coordinator. 
We gathered names of those in each group, (chiefs, elders, women leaders, 
community volunteers, TBAs) who were most knowledgeable about the program 
based on the reports of their peers. Among those identified as potential 
interviewees, we randomly selected and approached one in each group within each 
district. Thus, we included 5 community stakeholders from each of the districts 
leading to a total of 15 stakeholders' interviews. 
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4.4.3. Sampling of Key Informants 
CHO Midwives and Supervisors 
We employed the random sampling method to select CHO-Midwives for the 
interviews. We randomly selected four CHO-Midwives and two supervisors (one 
from the District Health Management Team (DHMT) and one from the sub-
district level in each of the three districts) from each district for the interview. The 
names of the CHO-Midwives and their supervisors in each district were listed on 
pieces of paper and drawn from a "district hat". 
Program Heads and Principals 
The purposive sampling method was employed to interview the heads of 
departments and the principals of the two schools. These professionals were 
purposively selected based on their positions for the study interview. We sent 
letters of invitation to request their participation in the study. A total of 10 heads 
participated in the study. 
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Community Stakeholders 
We employed the purposive sampling method to identify and recruit the chiefs, 
elders, TBAs, women leaders and community volunteers for the interviews. They 
were selected based on their in-depth knowledge about the CHPS program, and 
the selection of the respondents was done with the assistance of the chiefs, elders 
and opinion leaders of the communities . 
. 
To achieve objectives A to C for question #1 and objectives A to D for 
question # 2, I reviewed the necessary documents and conducted semi-
structured interviews. 
4. 4. 4. Review of Documents 
Documents such as Maternal and Child Health Policy Report, the Safe 
Motherhood Protocol, the Ghana Health Service Annual Report, CHO service 
delivery reports, AnnuaVQuarterly District Management Team reports and the 
CHO-midwifery training curriculum and the midwifery training handbook were 
reviewed to achieve objectives A, B, C for question #1 and objectives A, B, C, 
and D for question # 2. These documents were obtained from the three districts 
and the Regional Directorate of Ghana Health Service in the UER. 
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4. 4. 5. In-depth Interviews 
We conducted in-depth interviews with the CHO-Midwives, supervisors, the 
District Directors of Health Services ofthe three districts, the CHPS Coordinator, 
the Director of Maternal and Child Health and the heads of the maternity wards of 
the War Memorial hospital in Navrongo, the Paga Health Centre and the Bongo 
Health Centre, the principals of the Navrongo Community Health Nurses School 
and the Bolgatanga Midwifery Training School. The interviews probed into the 
goals and objectives of the midwifery training programs, the curriculum, the aims 
and objectives of the skilled delivery program and how it has been integrated into 
the CHPS Initiative; the CHO-Midwives competencies and the kind of skilled 
delivery they have provided in the past one year; what has worked well and what 
has not; CHO-Midwives successes and shortcomings; what they have not been 
able to provide, factors that facilitated or hindered the CHO-Midwives ability to 
provide skilled delivery services; extent of resources available; level of 
community participation, and the factors that militate or facilitate increased 
community participation and recommended ways to improve the services as they 
scale-up the program to other parts of the country (See Appendix A). Collecting 
data on the same topics from each of these sources allowed me to triangulate the 
data and address these objectives in a more comprehensive way. 
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4.5. Training of Research Assistants for the Qualitative Interviews 
Two Research Assistants were recruited and trained for the key informant 
interviews and the training was in the form of lectures, demonstration and 
practice. They studied the interview guides thoroughly and translated them into 
the local languages of the three districts. The training lasted for a week and pre-
testing of the interview guides was carried out in neighboring communities (which 
were excluded from the actual data collection of the study) for consistency and 
appropriateness of the questions and local terms. The research assistants were 
instructed to use tape recorders and to moderate the key informant interviews. The 
trainees were introduced to the instructions developed for the data collection 
procedure. They were coached to ask questions, probe for more answers and 
prompt respondents for clarifications on issues related to the interview. The data 
was transcribed immediately and reviewed and its content assessed by the 
Principal Investigator to determine the competence of data collectors and the 
quality of the data itself. 
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4.6. Survey 
Research Question #3: To what extent has the program achieved its desired 
outcomes in the Upper East Region among birthing women? 
Research question #3 and its associated objectives (3a-3e) frame the outcome 
evaluation, with its focus on women's awareness of the program, their use of 
CHO-Midwives, and their satisfaction with the quality of care. In order to address 
these research objectives a survey was conducted with women in the three 
districts. The survey addressed women's awareness ofCHO-Midwives and their 
services; their use of skilled attendant at delivery, including CHO-Midwives and 
other health professionals; the reasons for their choice of skilled attendants; their 
satisfaction with the care they received; perceived benefits or pitfalls of using the 
birth attendants; and the challenges they encountered in doing so. 
4. 6.1 . Sample Size and Sampling 
The sample size was calculated based on an assumed proportion of deliveries 
supervised by trained professionals of 50% in the Upper East region with annual 
births of 8918 in the three districts and 95% confidence interval. Assuming a 
refusal rate of 1 0%, we selected 407 women to participate in the interviews from 
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the three districts. In each district, women were included in the study based on 
proportion of deliveries in the district. Thus, 121 women from the KNE, 121 
women from the KNW and 165 from the Bongo districts were included in the 
study. The anticipated frequency is 50%. Based on the criteria above the total 
sample size was 369 women. The formula for calculating the sample size is n = 
[DEFF*Np (1-p)]/ [(d2/Z21-a12*(N-1) +p*(l-p)]. 
• Population size( for finite population correction factor or fpc )(N): 8918 
• Hypothesized% frequency of outcome factor in the population (p): 50%+/-5 
• Confidence limits as% of 100(absolute +/-%)(d): 5% 
• Design effect (for cluster survey-DEFF): 1 
• Confidence coefficient: 95% 
A three-stage sampling method was employed to identify a pool of eligible 
women for the household survey. The primary sampling unit was the enumeration 
area (EA), defmed as the geographic area canvassed by one census representative. 
The EAs ranged from 96-187 in the three districts. Sampling EAs and households 
was based on these assumptions: (1) CHO-Midwives are in some of these EAs in 
each of the three districts and (2) there is homogeneity in receipt of CHO-
Midwives services across the EAs. 
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In the first stage, 10 EAs were randomly selected out of the EAs with at least one 
CHO-midwife working in each district. In the second stage, the research team 
obtained the list of all of the compounds6 and households 7 in the EAs with women 
who have given birth in the last three years prior to the survey by visiting 
households and compiling a comprehensive list of women in compounds and 
households with children under five years. In the third stage, the interviewers 
visited each selected household and interviewed the woman with the youngest 
child. A total number of 407 households/women were randomly selected from the 
three districts to participate in the study. 
A structured questionnaire was used to collect detailed information on women's 
social and demographic characteristics, knowledge and utilization of skilled 
delivery services, reasons for use or non-use of skilled delivery services, and the 
level of satisfaction of women who used the services [See Appendix A]. Validated 
questions used in similar surveys were adopted wherever possible. 
6 A compound is defined as a cluster of rooms (mostly traditional round rooms) that are walled together and 
house a family or families with a common ancestry. 
7 A household is a group of persons who dwell under the same roof, eat from the same pot and compose a 
family. 
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Objective 4: How do the f"mdings inform recommendations for the revision 
and scale up of the integrated program? 
This objective was achieved based on the findings ofthe qualitative and 
quantitative data. The recommendations were formulated based on the conclusion 
of the study report. The recommendations were centered on CHO-Midwives as 
skilled care providers in rural communities, the services they provided, the 
resource availability and shortages for skilled delivery care in the Upper East 
region, community participation, obstacles to participation, women utilization of 
skilled delivery services in rural communities and women level of satisfaction 
with the services. 
4.7. Data Collection 
4. 7.1. Review of Documents and Data 
We reviewed both published and grey literature for writing up the background and 
literature review. We sought the approval of the Regional Director of Health 
Services of the UER to use the Maternal and Child Health policy report, the Safe 
Motherhood protocol, the Ghana Health Service Annual reports and the Principal 
of the Midwifery training school to use the CHO-midwifery training curriculum. 
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4. 7. 2. Training of Supervisors and Fieldworkers for Survey Interviews 
We identified and selected field supervisors and fieldworkers who are literate for 
the survey data collection. The training of field supervisors and fieldworkers was 
through lectures, demonstration and practice. All questions in the research 
instrument were interpreted to the understanding of the field workers. Clarification 
was made to ensure uniformity and thereby improve the validity and precision of 
the survey instruments. They were instructed on how to number the questionnaire, 
check for consistency of responses among others. In order to make sure that data 
collected was of good quality, trained supervisors and research team ensured close 
supervision of field workers. That included close follow-up of activities of the 
fieldworkers, and the supervision team also thoroughly checked the completed 
questionnaires. The accuracy of responses was also checked on the field. The field 
supervisors appended their signature for completeness and accuracy and further 
counter signed by the data manager. 
4. 7. 3. Translation of the Questionnaire and the Interview Guide 
The Research Assistants and the Principal Investigator translated the questionnaire 
and the interview guides into Kasem, Nankam and Frafra. The semi-structured 
and the survey interviews were conducted in the preferred language of each 
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respondent. All audio recorded data were transcribed into English by a research 
assistant, who has extensive experience in transcription. The Principal Investigator 
conducted validation checks together with two research assistants, who were well-
versed in the three local languages for accuracy of translation of the audiotapes 
into English. We conducted the validation checks by sampling at least two (2) 
transcripts in each category of respondents interviewed and in all the three (3) 
languages and compared them with what was in the tapes to ensure that the 
transcripts matched the recorded information contained in the tapes. 
The Principal Investigator and trained research assistants conducted the interviews 
between January 13,2012 and May 31,2012. They interviewed community key 
informants and health professionals. The only challenge encountered during the 
data collection process was that: 
• Some respondents who were involved in dry season farming were not 
available to be interviewed the first time interviewers visited their 
compounds. Also, some health professionals were very busy that we 
could not get them to interview the first time. This was, however, 
resolved because interviewers were required to visit respondents at least 
three times. 
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4. 7. 4. Data Handling 
The completed questionnaires were kept in envelopes and received by the 
supervisor and subsequently sent to the data manager. Transcribed IDis were kept 
in envelopes and received by the Principal Investigator and subsequently put in a 
cabinet under lock and key. The soft copy of the qualitative data was put on the 
Principal Investigator and the Research Assistants' computers and then uploaded 
into the Nvivo software version 8 for the data analysis and the quantitative data 
was entered using FoxPro software and transferred into STAT A software version 
11.1. We never shared personal information about respondents with a third party. 
The Principal Investigator was responsible for the safety of the IDI transcripts and 
soft data. The data manager and the Principal Investigator were responsible for the 
safety of the questionnaires. 
4. 7. 5. Data Quality Control 
For quality control purposes supervisors visited data collectors in the field once 
every week throughout the period of data collection. They: 1) observed the 
interviews conducted by the fie1dworkers and research assistants, checked their 
accuracy and consistency, and 2) Re-interviewed a 3% random sample of the 
survey respondents in order to measure reliability of responses. 
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4.8. Data Analysis 
4. 8.1 . Qualitative Data Analysis 
Qualitative data analysis involves reading, understanding, interpreting and 
explaining the issues or people we are researching. 120 The analysis of narrative 
data on similar topics from multiple sources allowed us to compare perspectives 
and triangulate our findings across sources. We first sorted the interview 
narratives by source (CHO-Midwives, Supervisors, Other health officials, 
midwifery tutors, and community members) and conducted multiple readings of 
the interviews. As we did, we noted in the margins topics discussed by each 
respondent per question, which allows us to identify those that were recurrent 
across interviews as well as those that appeared to be atypical or "outliers" in 
response to each question. In the second stage, we re-read the narratives, 
discussing larger themes that emerged across the respondents and across items. 
Through this two-stage process we developed a coding scheme consisting of 
larger themes (concepts) and specific topics. Members of the analytic team then 
went back to code each interview transcript based on the coding scheme, using 
qualitative data software (QSR NVIVO software version 8). Collaboratively , we 
discussed our codes with other members of the team, particularly areas in the text 
where each person was not certain about. We all coded a randomly selected set of 
interviews (N=3) for reliability purposes. Upon completion of coding, we 
generated and read reports for each code. We generated reports that allowed us to 
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describe the thoughts and opinions within interviewee group (e.g., community 
stakeholders) as well as compare responses across groups (e.g., community 
stakeholders and health professionals). To gain a more in-depth understanding of 
the data, we formulated larger questions based on the literature or impressions in 
the community to guide the analysis. As we engaged in all phases of 
interpretation, we noted illustrative texts for each theme and/or comparison. 
4.8.2. Content Analysis of Documents 
Content analysis of program documents helped provide current and historical 
context in which the skilled delivery program has been implemented through the 
CHPS program. The documents were sorted by types (the Maternal and Child 
Health Policy Report, Safe Motherhood Protocol, the Annual Report of the Ghana 
Health Service, the three Districts Annual Reports and the CHO-midwifery and 
the CHO Training Curriculum and the CHPS Operational Policy Document). The 
Principal Investigator described the contents to achieve the stated objectives. The 
investigator analyzed by objective across each document. The questions included 
the content of the curriculum for the midwifery training, topics covered, skills 
taught, how skills were taught, how skilled delivery services are integrated into 
CHPS by design, skilled delivery care offered by CHO-Midwives, resource 
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availability and constraints, community participation and constraints to 
participation, and achievements and failures ofthe program. 
4.8.3. Survey Data Analyses 
We analyzed the quantitative data using STAT A 11 software. The quantitative 
data analyses entailed univariate, bivariate and multivariate analyses. The results 
of the study were presented mainly as descriptive statistics (tables, graphs and 
charts). 
Univariate Analysis 
We achieved research objectives 3a-3d by computing frequencies on all 
independent and dependent variables as described in appendix B. 
Bivariate Analysis 
Bivariate analyses were performed to test for association between independent 
variables and the dependent variable (utilization of skilled delivery service). In 
order to achieve objective 3e, we performed bivariate analysis of each social and 
demographic variable with the utilization variable to compare the characteristics 
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of users and non-users of the skilled attendants at delivery and to calculate 
unadjusted odd ratios with 95% confidence intervals. 
Multivariate Analysis 
We performed binary logistic regression to assess the association between some 
selected predictors and independent variables in utilization of skilled attendance at 
birth. We calculated adjusted odd ratios with 95% confidence intervals as well as 
a corresponding p<0.05 for significance. The binary logistic regression of Y 
(skilled delivery care verses unskilled delivery care) with important predictor 
variables such as ethnicity, husband's education, woman's education, age group, 
employment status and kind of employment, religion and number of children 
were carried out using the following statistical model: 
• Where pi is the probability that a woman has sought skilled attendants at birth 
• b0 is the intercept 
• 
• 
b 1, b2, and bk are the regression coefficient of x 1 ,x2 
XI , x2 and Xk are the independent covariates. (E.g. age, ethnicity, marital status, 
level of education, parity, etc.) 
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• The ratio (pi/ [ 1-pi]), is the odds of women with a given set of characteristics 
who sought skilled attendants at birth. 
• The estimate of bk for a particular covariate Xk is interpreted as the difference 
in the predicted log odds between those who fall within that category of 
characteristics and those who fall within the reference or omitted category for 
that characteristic. 
The outcome variables are denoted by Y: In this study the outcome variables is 
skilled delivery in last pregnancy. 
Example 
1 if had skilled delivery in last pregnancy 
Y= 
0 otherwise 
Logistic regression analysis was carried out in order to calculate the likelihood of 
Y=l for the predictor variables strongly associated withY. The measure of effect 
in binary logistic regression analysis is the odds ratio (OR) where OR = exp (b) 
where b is the estimated logistic regression coefficient. 
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4.9. Pre-testing of the Study Instruments 
We pre-tested the questionnaire and the interview guides in communities of the 
three districts excluded from the study in order to improve the relevance and 
appropriateness of the questions. The interviews offered the fieldworkers the 
opportunity to practice the interviewing techniques, and the questionnaire and the 
guides were revised appropriately after the pre-test. 
4.1 0. Institutional and Community Approval and Informed Consent 
4.1 0.1. Institutional and Community Approval 
We gained approval from Navrongo Health Research Center and the Boston 
University Institutional Review Boards. We obtained community approval from 
the Navrongo Traditional Council, the Paga Traditional Council and the Bongo 
Traditional Council of the UER for their approval before seeking the consent of 
the subjects (chiefs, elders, community volunteers, TBAs and women) for the 
interviews. Approval was also sought from the Ghana Health Service before the 
heads of departments and Principals of the two institutions participated in the 
study. We contacted the Regional Director of Health Services to explain the study 
to him and asked for his approval before seeking the consent of the health 
professionals for the interview. 
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We also received approval from the Ghana Health Service before the review of 
the Ghana Health Service Documents. We contacted the Regional Director of 
Health Services of the UER to explain the study to him and asked for his approval 
to review the documents. 
4.10. Informed Consent and Confidentiality 
4.10.1. Community Leaders and Volunteers and Women 
We administered a written consent that spelt out the details of the study to 
interviewees in the communities in their preferred language. The purpose of the 
study, the procedures, as well as the risks and benefits of participating were 
explained thoroughly to the respondents. Participation was voluntary, thus, 
participants had the right to withdraw at any point of the study without losing any 
benefits that come with participating in the study. The survey participants were 
ensured that the data was reported in aggregate and was never associated with 
individual women of the community. Community leaders and volunteers were 
also assured of the confidentiality of the information obtained from them. They 
were told that their names would not be associated with the data and they were 
also assured that their records would only be made available to the researcher and 
her team and no third party would have the chance of seeing them. They were also 
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informed that their records will be kept safely in a cabinet and locked and they 
would be destroyed one year after the report writing. 
4.10.2. Health Professionals-
Each health professional (CHO-Midwives, supervisors, District Directors of 
Health Services, the Director of Maternal and Child Health, the Regional CHPS 
Coordinator and the heads of the Maternity Wards of the War Memorial hospital, 
the Paga Health Centre and the Bongo Health Centre) were administered a written 
consent that included the details of the study in their preferred language. The 
purpose ofthe study, the procedures, as well as. the risks and benefits of 
participating was explained to the respondents. The details for participation, 
benefits, risks, and confidentiality of documents were explained as indicated 
above. 
4.1 0. 3. Principals of the Community Health Nurses and Midwifery Training 
Schools 
We administered a written consent that included the purpose of the study, the 
procedures, as well as the risks and benefits of participating to the principals of 
the Bolgatanga Midwifery Training School and the Navrongo Community Nurses 
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School in their preferred language. The details of the study were clarified as 
indicated above. 
4.1 0. 4. Risk and Benefit 
The CHO-Midwives and their supervisors were interviewed about the full range 
of skilled delivery services they provided and these questions touched on the 
competency levels ofCHO-Midwives and this could have made them feel 
uncomfortable. However, we explained that the findings were only to be used to 
guide the Ghana Health Service to improve the provision of skilled care at birth in 
rural areas. The benefits included recommendations for in-service training for 
CHO-Midwives and supervisors, and resources to improve skilled delivery care 
through the CHPS program. 
The District Directors, Maternal and Child Health Director and the Regional 
CHPS Coordinator could have been apprehensive to answer questions concerning 
the range of skilled delivery services provided through the CHPS program if the 
CHO-Midwives were not adhering to standards because it might have exposed 
their weaknesses in monitoring and enforcing standard procedures in skilled 
delivery care. However, the policy-implementers were never obliged to respond to 
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questions they did not feel comfortable with. The benefits are that the results will 
help promote skilled delivery care in rural communities. 
We interviewed the principals of the Bolgatanga Midwifery Training School and 
the Navrongo Community Health Nurses School to understand the content of the 
curriculum and the quality of teaching in the schools. These questions bordered on 
the competency levels of tutors and this might have created uneasiness to the 
Principals. However, they were not coerced to respond to any question they were 
not comfortable with. 
Community stakeholders were interviewed about their participation in skilled 
delivery care and this involved talking about taboos and customs, which might 
have made them uneasy. Again, time spent during interviews could have · 
amounted to some economic or social loss to the individuals. These risks and 
benefits were made known to the potential respondents. 
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4.10.5. Payment for Participation 
Participants were not paid for taking part in the study. However we provided 
community leaders, women and health professionals (CHO-Midwives, 
supervisors, Community key informants and women) with refreshments after the 
interviews. 
4.1 0. 6. Conflict of Interest 
The Principal Investigator for the study has no commercial interest in the outcome 
and the implementation of the results of the study. 
4.11. Conclusion 
The Community-Based Health Planning and Service Program is being 
implemented in all the 170 districts of Ghana aimed at bringing basic health 
services to the doorstep of people in rural communities. The goal of the program 
is to make basic health care available, effective and efficient in rural areas.13 
Skilled delivery care, which is being provided by CHO-Midwives as part of the 
integrated services of the CHPS program in the Upper East Region (UER) of 
Ghana, is implemented at the time when the WHO is advocating for skilled care to 
82 
all women to accelerate the attainment of the Millennium Development Goal 5 of 
reducing maternal mortality ratio by 75% by 2015 using the 1990 as the base 
year.7 The findings of the evaluation will be used to address the human resource 
gap that exists for skilled delivery care in rural areas in Ghana and will inform 
policy on task delegation as the Government of Ghana and the Ghana Health 
Service considers scaling up to other regions. The results will also provide useful 
lessons to other countries seeking to replicate or adapt the strategy to reduce 
maternal mortality. 
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Chapter 5: Findings 
Community Health Officers Midwifery Training and CHO-Midwives service 
Provision in CHPS zones in the UER 
The fmdings of this section focus on the implementation of the skilled delivery 
program as an integrated component of the existing CHPS program. 
Research Question 1 
To what extent has the CHO-Midwives skilled delivery program been 
effectively implemented as planned--integrative model of community-based 
health care and skilled delivery care? To answer Research Question 1, we 
addressed the following objectives: 
• Describe the training of the CHO-Midwives, including the aims, content, 
and methods of the curriculum, and assess its fidelity to established goals 
• Assess the extent to which CHO-Midwives deliver the full range of skilled 
attendants at birth and other services for which they have been trained 
within the integrated model 
• Identify and illustrate the factors that have facilitated or impeded the 
ability of CHO-Midwives to provide skilled delivery care, including their 
level of competency and the institutional resources provided. 
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To address these objectives, we conducted in-depth interviews with health 
professionals and community stakeholders and reviewed the following documents: 
the Safe motherhood Protocol, Community-Based Health Planning and Services 
(CHPS)-Operational Policy Document, the Maternal and Child Health Annual 
Report, the Ghana Health Service Annual Reports, CHO Service Delivery 
Reports, Annual/quarterly District Management Team Reports, and the CHO-
midwifery Training Curriculum. 
5.1. Initial use ofCHO-Midwives and other midwives in the CHPS zones 
5.1.1. Use ofmidwives 
A review of the CHPS Policy-operational document revealed that the Ghana 
Health Service adopted the CHPS program as part of its efforts to bring health 
services to the doorsteps of the people. The basic package of interventions 
delivered by the CHOs is in line with the concept of primary health care (PHC), 
"essential health care made universally accessible to individuals and families in 
the communities by means acceptable to them through their full participation and 
at a cost that the community and the country can afford" 110• Although the 
midwifery program was not part of the initial policy of the CHPS program, in the 
UER and the Nkwanta district of the Volta region, CHOs have received basic 
training in midwifery, and they provide services such as manual removal of 
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placenta, oxytocin injection labor management and emergency obstetric 
referrals. 119 According to the Operational Policy Document, the CHPS program 
used different categories ofstaffthat included CHO-Midwives and other 
midwives to provide basic health services in the CHPS zones. A key informant 
confirmed the decision to employ a different category of professionals to achieve 
the overall goals of the CHPS program. Although the CHPS policy did not 
specifically mention health professionals providing skilled delivery services in the 
CHPS zones, the key informant said the policy governing midwifery in Ghana 
allowed the midwives to provide skilled delivery services, but for CHOs without 
midwifery skills, the policy permitted them to conduct only emergency deliveries. 
According to the health officials, despite the permission by the Ghana Health 
Service for trained midwives to provide the services, the Service did not take 
practical steps to ensure that every CHPS zone has a midwife, since it was not 
official policy. This is being left to the discretion of the Regional Directors of the 
Ghana Health Service to decide whether or not they want to train and post 
midwives to the CHPS zones. 
A key official gave a report of the initial implementation and what is currently 
pertaining to the CHPS program: 
.... "You know when they first started the CHPS program, they used cadres like the 
midwives, the enrolled nurses, the disease control and the community health 
nurses and it happened that some of them who were midwives and were in 
communities that were earmarked for the CHPS program were used. They were 
already professional midwives and they conducted deliveries. It was only those 
CHOs who were not midwives, the policy allowed them to only conduct 
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emergency deliveries but those who were already professional midwives and were 
trained in the CHPS concept, the policy allowed them to continue conducting 
deliveries. You know the maternal mortality here is very high in the three northern 
regions. So wherever a midwife is, she is supposed to conduct skilled delivery 
because most of the mothers complained the deliveries come in the night. So 
wherever a midwife is, it is her duty to conduct skilled delivery, so that the TBAs 
will no more conduct deliveries. It is in the policy that the midwife should conduct 
delivery because the midwife is taken through the CHPS concept and she provides 
all the services necessary for the clients in the communities. " (CHPS Official, 
Regional Directorate of Ghana Health Service) 
5.1. 2. Training ofCHO/CHN's 
A review of the Curriculum for the Community Health Nursing/Officer Program 
indicated that the first stage of the CHO/CHN training includes basic nursing care, 
disease control, nutrition, maternal and child care, school health services and 
environmental health. 121 The CHPS Operational Policy Document showed that 
after the nurses complete the course, they receive a certificate in community 
health nursing. As CHNs, they are sent to underserved rural areas to provide 
preventive and curative services, such as health education, treatment of minor 
ailments, family planning services, antenatal care, and immunizations. 13• 110 
According to a tutor of the Navrongo Community Nurses Training School, the 
Nurses and Midwives Council of Ghana has added basic obstetric nursing to the 
community health nursing training schools' curriculum. The course is intended to 
equip student nurses with knowledge and skills to provide safe and effective 
obstetric care through the obstetric cycle. 
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The content of the CHO/CHN obstetric curriculum includes trends in midwifery 
in Ghana, terms used in midwifery, obstetric anatomy and physiology, antenatal 
care, Intrapartum care, postnatal care, neonatal care, pharmacology in obstetrics 
and specific obstetric emergencies. The curriculum for the Community Health 
Nursing/Officer Program indicated that the CHO/CHN are taught to recognize 
obstetric emergency conditions and refer118, and they may conduct emergency 
delivery when necessary in the absence of a midwife. 118 Since these nurses are not 
certified midwives, they are mandated to supervise deliveries only in emergency 
situations, but refer cases beyond their expertise to the next level for care. In most 
instances, the CHOs assist the midwives to provide the skilled delivery services . 
. . . "The essence of introducing the obstetrics in community nursing is to equip the 
students with some basic skills in midwifery such that they can carry out or save 
pregnant mothers in the rural areas, who may not have the opportunity to go to 
the health centers for delivery. With their basic skills they can carry out simple 
normal delivery and refer complicated ones to the next level, so that the 
accessibility of normal delivery by skilled and trained personnel will be at the 
doorsteps of community members." (Tutor, Community Health Nursing 
School) 
5.1. 3. Training of CHO-Midwives 
A review ofthe "Overview of Community Health Nursing in Ghana" revealed that 
CHO/CHN obstetric training includes basic emergency obstetric care, 113but the 
post-CHO/CHN midwifery training is higher compared to the basic obstetric 
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training that is part of the CHOs/CHNs 'regular' training. The curriculum for the 
CHOs/CHNs also indicated that the goal of the post-CHO/CHN training is to 
"produce a polyvalent midwife; who will practice midwifery in any part of the 
community, country and sub-region". 11 8 The document also showed that training 
is carried out within three (3) semesters with a detailed course outline. Table 1 
presents the course content of the midwifery training program for the CHO-
Midwives. 
Table 1: Course Content of the CHO-Midwifei'Y_ Trainin_g_ Program 
Semester Course content Practicals 
. Introduction to midwifery and professional adjustment 
• Anatomy and physio logy of human reproductive system and Clinical attachment or 
Semester I pediatrics practical work (Hospital 
. Physiology and management of normal pregnancy 
. Regenerative health and nutrition in midwifery based- 6 weeks) 
• Physiology and management of normal labor 
. Anatomy and physiology of human reproductive system and 
pediatrics II 
. Physiology and management of normal pueperium and the 
neonate Clinical attachment II or 
Semester II • Pharmacology and therapeutic in midwifery practical work (Districts 
. Community midwifery/fami ly centered maternity care study and maternity homes-1 0 
• Physiology and management of abnormal pregnancy 
weeks) 
• Physiology and management of abnormal labor 
. Obstetric operation and anaesthesia 
. Physiology and management of high risk neonate 
• Management of abnormal pueperium Clinical attachment ill or 
. Gynecological conditions practical work (CHPS Semester III compounds, health 
• STis and their management 
centers, maternity homes 
. Management and administration in midwifery and hosp itals- 8 weeks) 
. Public health and fami ly planning in midwifery 
Source: Nurses and Mtdwtves' Counctl of Ghana- Curnculum for the Commumty Health 
Nursing/Officer (CHN/ CHO) program, pages 1-39 
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The midwifery training is divided into theory and practicals. The course content 
includes the anatomy and physiology of the human reproductive system and 
pediatrics, management of normal and abnormal pregnancy, high risk neonate and 
STis. Trainees receive 24 weeks of intensive practical exposure at regional and 
district hospitals, district and maternity homes, health centers and the CHPS 
compounds. This training is essential for the midwives to provide skilled delivery 
services in any part of the country. These courses provide a rich background to 
midwifery, case administration and management. 
In order to compare the curriculum with the classroom teaching, we asked the 
midwives to list courses they have undertaken in the midwifery school. All the 
CHO-Midwives stated they were taken through theory that included basic 
concepts on obstetric care: anatomy of the human body, gynecology, neonatal 
care, normal and abnormal labor, pharmacology, and physiotomy, case 
administration and management and communication skills. Interviews with CHO-
Midwives confirmed that the courses the midwives were taught in the classroom 
corresponded with courses listed in the curriculum. The CHO-midwives indicated 
that though the training program may be meeting its objectives in terms of courses 
taught, the quality of the teaching is essential as they are supposed to acquire the 
requisite skills to prepare them for their careers. 
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The practical training involved trainees attending antenatal clinics and 
participating in registering clients, immunization, FP programs, health education, 
palpation of pregnant women and deliveries. They also help organize communities 
for outreach programs. The practical period ranges from 8 to 10 weeks. Interviews 
with the midwives revealed that they were well trained in almost all the areas 
except adult resuscitation/management. 
The training program starts with the theory, where midwives trainees learn the 
rudiments of midwifery. After a number of months in the classroom, they are sent 
to health centers to observe and take part to provide the services. The midwives 
continue the theory-practical rotating process until they complete the program. In-
depth discussions with midwives indicated that they received a combination of 
theory and practical training in school. Trainees described how the practical 
experiences augmented their didactic learning: 
..... "The first year, they took us in theory, and then we went to health centers to 
observe deliveries. When we got to a certain stage, we were sent to the 
Bolgatanga hospital and we rotated. You went in the morning, afternoon or in the 
night and would be with the midwife. You were observing while doing the delivery 
and where you were not doing the right thing, they would teach you. " (CHO-
Midwife, Bongo District) 
91 
Table 2 presents details of the kind and level of training the CHO-Midwives 
received. A large majority ofthe 10 CHO-Midwives interviewed, reported being 
"well trained" in 9 of 12 areas, ranging from antenatal assessment and 
management to management of cold prolapse. However, most reported being only 
minimally or not at all trained in "adult resuscitation/management. 
Table 2: .~.~-lf-~eP..() .~ts of .. ~.ff.Q:-.~.~~~.iy~~ !:\~:~~-~ .. !.rail,!~~ 
· Skills l Well Trained I Yes, but minimally 
trained 
,.,.,," ,.,,.,,,.,., .. ,_ .. _,_,.,.,"'" 
Population 
. -~ " 
Antenatal Assessment and management 
Assisted vaginal ~eliveries . 
Use of partograph to monitor labor 
· Active man~gementofthe 3·;a stage of . ;I 10 
preg!l.an~y 
Infection prevention 
. Administration ~.f par,~nt,~.:a.I..~n!.\.~.iot\.~s 
Administration ~.f parenteral mrytoci~s 
Manual removal ~.~ placenta 




Management of cor~ P~?.J~ps~ . 
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We asked the trainees to compare the theory and the practical experiences during 
their education, and to comment on what they found most valuable. In comparing 
the theoretical and practical training elements, almost all the CHO-Midwives said 
both were very important. The trained midwives learned the same things during 
the practical training as in the classroom and both trainings complemented on~ 
another. Some midwives indicated that they acquired more skills on the job than 
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during their training period. The following quotes of the CHO-Midwives capture 
the main points raised by the group: 
........ "I think what we learned from the class is the same things we went to the 
field to do practically. For instance we did anatomy of the pelvic bone; they are 
the same things you will need in the ward to make your assessment before you can 
conduct your deliveries. You need to be conversant with the pelvic bone to be able 
to conduct your deliveries successfully. We also studied pediatrics; this is the 
study of the development of the baby. Thus, when you go into the field or the labor 
ward it is the same things that you learned theoretically in the classroom, so you 
can make an assessment to know whether what you learned in the classroom 
matches what is in the field. In sum what you learned in the classroom is 
practically the same thing in the labor ward. " (CHO-Midwife, Bongo District) 
According to the midwives, though the practical training is very necessary for 
their skills development, the theory helps them to understand the concepts behind 
midwifery and apply them in their practical work. The theory also assists them to 
explain the cases they are confronted with daily. Even though it is important for 
trainees to acquire basic practical training, the midwives think that they could only 
build their skills on the job over a period of time. 
5.1. 4. Supervision of the midwives-trainees 
According to the CHO-midwives and the midwifery tutors, supervision is a 
significant part of the training in the Bolgatanga Midwifery Training School. 
Midwives indicated that trainees are supervised by their classroom teachers and 
93 
senior midwives of the health centers or district hospitals they are posted for the 
practical training. They said supervision is carried out to ensure that the trainees 
are 'on track" and that they receive more information and mentoring during their 
practicals. All CHO-Midwives reported that they were supervised by their tutors 
and the senior midwives in their designated hospitals and health centers/clinics. 
They acknowledged that the supervision is to enable the tutors and the senior 
midwives to guide them on their practical work. It also helps resolve problems and 
questions that may be arising from the practical training. The midwives reported 
that the monitoring and supervision ensured that they received the requisite skills 
and practical experience to practice midwifery in the communities. The following 
interview quote typifies many of CHO-Midwives, speaking about their 
supervisiOn: 
.... .. "With the supervisory aspect by teachers from the midwifery training school, 
it is scheduled so that when you go on practicals, they also come to supervise you. 
Aside that, in the wards the senior officers supervise us always during practicals; 
they try to teach us what to do, what not to do, at this stage you should be doing 
this and that. So practically the supervision is also good and they do monitoring 
effectively. At times there is a checklist that the supervisors use." (CHO-Midwife, 
KNW District) 
5.1. 5. Quality of training 
We inquired about the perceptions of the CHO-Midwives regarding the usefulness 
of the classroom teaching and the practicals. Almost all of them reported a high 
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quality of training, with a wide range of courses taught and effective supervision 
of their practicals. The CHO-Midwives also reported they received enough 
practical training, classroom lessons, assignments, examinations to equip them to 
meet the demands of any situation on the ground. However, most ofthe midwives 
felt they lacked the skills to manage and resuscitate adults, as well as cord 
prolapse. Speaking generally of the training, one respondent commented: 
.. ... "I will say the quality of the classroom teaching was very good, because 
without the classroom work you could not have come out and practice midwifery. 
It is not like other jobs that you can observe and go in to practice; you need the 
theory which has to be taught by a competent person, who will teach you what to 
do in a particular situation because you are dealing with human life. We were 
taught a wide range of subjects and had a lot of practicals in the field. We were 
also examined in the classroom and during practicals to know whether we were 
competent enough to do the work" (CHO-Midwife, KNE District) 
5.1. 6. Challenges of the midwifery training program 
Despite the CHO-Midwives' positive comments ofthe midwifery training 
program, it was not without challenges. Inadequate numbers of tutors presented a 
major challenge. Almost all of the CHO-Midwives mentioned few tutors as the 
main obstacle to the training program, as exemplified in the following quote: 
..... "Everything went well except that for some time, tutors were not many so one 
tutor needed to do a lot to be able to cover the syllabus; part-time tutors also 
came to help in the situation. Then seniors who were good also came to help us. " 
(CHO-Midwife, KNE District) 
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The shortage of tutors also took a toll on the tutors themselves. As one over-
worked tutor noted: 
... "The burden is too much on us. If it were a school that we were handling only 
the post basic, it would have been different; but now that we are handling both 
diploma and post basic, means we are always working throughout the whole year 
without rest. This work is just consuming our time; we do not have time to do 
anything for ourselves and also the workload is too much for us." (Tutor, 
Bolgatanga Midwifery Training School) 
Poorly equipped libraries also create major barriers to effective teaching and 
learning. As noted by one CHO-Midwife: 
"The library is not also well equipped for effective teaching and learning. "You 
can see that we have insufficient books for these many students, so few students 
have access to the books at time and that do not encourage learning on the part of 
the students. We the tutors also do not have enough text books and teaching aids 
for teaching, so if the library is well equipped, I think it will help teaching and 
learning greatly ". (Tutor, Bolgatanga Midwifery Training School) 
5.2. Range of Services CHO-Midwives Deliver in CHPS zones 
5.2.1. CHO-midwives knowledge and understanding of the aims and objectives of 
the skilled delivery program 
In order to understand the kind of services the CHO-Midwives provide and what 
they were mandated to accomplish, we reviewed the National Safe Motherhood 
service protocol. We also interviewed the midwives and their supervisors about 
the objectives of the skilled delivery program. A review of the protocol revealed 
that the goal of the skilled delivery program is to ensure the most positive 
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outcomes for mothers and babies. The specific objectives are to ensure proper 
management of the four stages of labor, and early identification and proper 
treatment and/or referral of complications. 123 The CHO-Midwives confirmed that 
the objectives of the skilled delivery program are to ensure that women carry their 
pregnancies to term and have healthy mother and child and to reduce maternal and 
infant mortality. One interviewee well-articulated how CHO-Midwives view the 
program's objectives: 
.. . ... "The objectives of the skilled delivery are to ensure that a mother carries her 
pregnancy to term, delivers a child alive and healthy and make her and her family 
happy. I think this is our aim; to prevent maternal and infant mortality. Well, one 
carrying the pregnancy for nine months is not an easy thing and to deliver and not 
to have her baby by her side, means a lot. So I think our objective is to handle the 
mother safely and she should deliver her baby safely. " (CHO-Midwife, KNW 
District) 
5. 2. 2. Skilled delivery services CHO-midwives are able or unable to provide 
All the CHO-Midwives indicated they are able to provide many of the services 
indicated below (See Table 3). Almost all the CHO-Midwives stated they were 
unable to manage and resuscitate adult, mange cord prolapse and prolonged labor. 
All supervisors also confirmed that the CHO-Midwives could offer all the services 
mentioned, with three important exceptions: adult resuscitation, managing cord 
prolapse and prolonged labor. A review of2011 Annual Reports of the three 
districts revealed that CHO-Midwives provide almost all the services listed on 
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Table 4 below and confirmed that they are supposed to refer pregnant women with 
prolonged labor to the next level for care. 124, 125, 126 
Table 3: CHO-Midwives Self:]lel?.?~!-~~?t~.I_~!~Y!ce~ . t!I~Y .are A~!e or ~n.a~le _t'? Provide 
Able to provide services Not able to provide 
Skills 
.. 
· f>.ntenatal . ~ssessl!l~nt an~, .. ~,~na~.~.I?.~.~.!.... I 10 
Assisted yaginal ~eli':'et_i~s . ... . .... . ........... :. ('9' ............ - .... . 
' Use of partograph to monitor labor I 9 
.•. ·''""d , .. , ......................................... . 
Active management of the 3' stage of 1 10 
pregnancy 
Infe~tion pr~vention 
Administration,.,of P(lE~1_1ter.~.l ~,~,!.~!.?,~. !.~~ ....... 
Administra_tion of parenteral oxyt~cics_ 
M~nual removal of ..Plac~nta 
Management of Pr? l<;Jp~~~~~~gr 
Newborn resuscitation 
-- .. - -· .. ~' .. 
Adult r~susci!ation/ma~a,g~P.:~nt 
Management of cordprolapse , ..
Family planning 
Child Welfare Services 




,,,, .. ,, ..................... .. 
We interviewed CHO-Midwives about what they were able or unable to provide 
(See Table 3). Almost all the midwives said they had high level of confidence to 
provide all the services, with several important exceptions, as noted earlier: 
manual removal of the placenta, managing prolonged labor and cord prolapse, 
adult resuscitation and management. In the words of several CHOs: 
.. . "OK my only problem is manual removal of placenta; at least if they have to 
guide us to do it I will be happy, because at the facility like this, you have to know 
these things so that in case you are confronted you can handle the situation. " 
(CHO-Midwife, KNE District) 
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.. .. "For management of prolonged labor, we were taught but actually here, it is 
always good you refer because when the labor is long, you need to refer at this 
level. So even if you are trained you cannot handle it for long. We need to quickly 
refer because you do not have to keep someone for a long time. " (CHO-Midwife, 
1\J'l~ I>istrict) 
A review of the three Districts Annual Reports of 2011 revealed that women with 
such conditions are supposed to be referred to district hospitals or health centers 
.c 124, 125,126 10r care. 
Tab~.~ 4: L~v~-~ .. ~f,C()n_~Ee~.~~ i~. P~~Y!~ing,_ .. ~-~E.Y.~~-~~- ...... . 
High level of confidence ! High level of i Medium level 1 Low level of 
I confidence I of confidence j confidence ; No service 
Assisted vaginal deliverie~ .. _ . 
Use of partograph to monitor labor 
Active management of the 3icf ~tage 
. ()f pregnancy 
' _Infection prevef1ti()f1 
Administration of parenteral 
' antibiotics 
Administration of parenteral 
oxytocies _ _ . . 
Manual removal ()[pl~~ef1ta 
Management of P~()lm1g~d labor ...... 
Newborn resl}scitatio_!l: 
Adult resuscitatioJ:'l(~a.I1~gem_~J:'lt . 
' Managemep! ()[cor~ pr()}ap_~~ ...•. 
IN iN IN N 
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5.3. Contribution ofCHO-Midwives to Skilled Delivery Services and Other 
Services in Rural Areas 
5. 3.1. Provision of integrated services 
The CHO-Midwives contributed significantly to the CHPS program by providing 
a wide range of services, including antenatal care, skilled delivery and postnatal 
care, health education, counseling, family planning services, child welfare clinics 
for nursing mothers, and treatment of minor ailments. They collaboratively 
provide these services with other nurses, community members, and NGO workers; 
yet if alone at their post, one CHO-Midwife can provide all of the services on her 
own. The following quotes convey the main points raised by the CHO's regarding 
their contribution: 
... ... . "You know, we work together, ·we work as a team. I am not alone, I have 
CHOs with me; so if I am here running antenatal or consulting, they will be doing 
home visiting or the school health or even the outreaches, they run. So I do not do 
it alone, we work hand in hand. We work as a team." (CHO-Midwife, K.NE 
District) 
.... ... "I attend to OP D clients, I attend to the ANC mothers, I conduct deliveries 
and postnatal,· when they deliver, I ask them to go and come back in a week's 
time. Then I examine them to see whether the lucia is normal or not and I advise 
her to exclusively breastfeed the child. " (CHO-Midwife, KNW District) 
A community leader confirmed a range of services the CHO-Midwives and other 
professionals provide in rural communities: 
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..... "There is a trained midwift who assist women to deliver, there are also nurses, 
who take care of sick people, they also trained elderly women who were already 
delivering women to counsel pregnant women and nursing mothers and to refer 
pregnant women to them for deliveries. " (Chief, Bongo District) 
5.3.2. Provision ofhealth education 
According to the CHO-midwives, the health education is usually focused on a 
wide range of topics such as skilled delivery, antenatal and postnatal care, disease 
prevention, environmental cleanliness, personal hygiene, nutrition and medication. 
These health topics are crucial for improved health and development of mothers 
and children. The midwives said they usually target families, mothers, traditional 
leaders, TBAs, community volunteers, men and women and other stakeholders in 
the communities. Several excerpts show how the midwives describe their methods 
of health education: 
.. ... "The community members come out for the health education and even next 
week we are going to have health education with the community. We have been 
conducting Saturday classes for the pregnant women. We tell them, you have to 
attend antenatal clinics, go to the clinic to deliver and go for postnatal care. We 
also tell them the risks involved in delivering at home, which includes bleeding 
And if you deliver, we tell you to do exclusive breastfeeding; we educate you on 
how to take care of yourself so that you will not get infected. We tell you the foods 
that you should eat so that you will be well and healthy. We tell you how to 
position yourself and breastfeed the baby." (CHO-Midwife, Bongo District) 
Community stakeholders also highlighted the health information and education 
they received from health professionals, including health talks on pregnancy, 
delivery, food consumption and nutrition: 
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... "They go round to talk to us, they tell us that pregnant women should not do too 
much work; they also tell us the foods a pregnant woman should eat to make the 
mother and the baby in the womb healthy. They also encourage us to bring 
pregnant women to deliver in the small hospital, They tell us all these and when 
they go to the hospital, the nurses give the pregnant women food, children who 
are sent to the hospital are also given food that will make them healthy. " (Elder, 
KNW District) 
Some CHO-Midwives said they provide one-on-one need-based health education 
and special classes to pregnant women about the importance of seeking skilled 
attendants at birth and the need for exclusive breastfeeding, planning, and 
nutrition. They said it was important that they provided health education on 
individual basis to address the needs of individual women. As one CHO-Midwife 
expressed it: 
.... . "You know when they come for antenatal, now we don 't even do group health 
talks, we do individual health talks. When you come in, after examination 
whatever problem you find or whatever problem the woman may have, you 
educate her according to that. Now we no longer encourage the group 
discussions. It is now individual talks." (CHO-Midwife, KNE District) 
However, the CHO-Midwife supervisors emphasized the importance of group 
health education to offer women the opportunity to interact and learn from each 
other. 
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5.3.3. Available resources for the skilled delivery program 
Table 5 below presents the list of resources the midwives reported available for 
the skilled delivery program. Almost all midwives reported that they have all the 
items for delivery except the manual vacuum aspirator and long arm gloves. In 
fact, only two midwives stated they have the long arm gloves and manual vacuum 
aspirators. Both items are critical resources for basic obstetric services, 
particularly under emergency conditions. 
Table 5: Self reports of CHO-Midwives Resources Available for Skilled Delivery and Other 
Services 
: Consultii1g room . 
Delivery roo~!~ .. 
Vacuum extractor 
Partograph 
Long arm g}ove~ -- .; -· 
. Bag apd mas~ ... 
Oxyto.~in _ ... ........... .. 
Blood pressure s.!~t~9~C()p~~ ........ .. 




Manual _vacuum ~.S.Pi~:ato~s. 
Magnesium sulfate 






5. 3. 4. Collaborating with Non-Governmental Organizations (NGOs) to promote 
the maternal health program in rural communities 
The skilled delivery program is collaboratively implemented by the Ghana Health 
Service, rural communities and NGOs. A review of the Annual Reports of KNE 
and KNW Districts revealed that health authorities partnered with NGOs in 
implementing health programs such as Mobile Technology for Community Health 
(MoTeCH), Community Initiative on Maternal Child and New Born Survival 
(CIMACS), Ghana Essential Health Intervention Project (GEHIP), to accelerate 
the achievement ofMDGs 4 and 5, 121 ' 124 125' 126' 127' 128 These intervention packages 
include training of midwives and community volunteers, health education on 
maternity care, infrastructure renovation and expansion, logistics and materials to 
support the services. One official explained well how the collaborations have 
worked: 
.... . "We have had MoTeCH and GEHIP who are like NGOs or will I say they are 
partners who are supporting the program so MoTeCH provided the midwives with 
equipment so I will say it is even better and they provided them with other 
logistics such as motorbikes and fuel because they are very important for their 
home visits and to carry out their outreaches. So most of them have been given 
additional fuel because they usually complain the fuel is not enough because of a 
lot of rounds they do. So these NGOs or partners have brought logistics to support 
the CHO and CHO-Midwives work. GEHIP also provides them with additional 
fimds to be able to buy additional fuel for them and then buy other things like non 
consumables for them to be able to carry out their work and even refresher 
training of the midwives, the CHOs and the volunteers. They even renovated and 
also expanded some ofthe compounds for them. " (CHPS Official, Regional 
Directorate of Ghana Health Service) 
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One of the CHO-Midwives emphasized the critical role NGOs play by supporting 
the DHMTs to train volunteers and provide technical assistance to health workers: 
.. .. .. "The Catholic Relief Services and CMA trained our community volunteers; 
we call them the Link Providers. "Project 5 Alive " also came to help us, and the 
map I spoke about, it was "Project 5 Alive " that gave us this idea and we 
implemented it and succeeded. " (CHO-Midwife, KNW District) 
5. 3. 5. Referrals 
The CHO-Midwives conduct normal deliveries, but they are supposed to refer 
pregnant women with complications such as prolonged labor, underweight 
women, hypertensive cases, women with previous caesarean section, and women 
with multiple births to the next level for care. The KNE District 201 0 Annual 
Report indicated that the CHO-Midwives were provided with logistics for easy 
and prompt contact with the hospital/health centers/clinics in time of 
emergency. 128 The CHO-midwives confirmed that they were given cell phones, 
motorbikes and fuel for easy communication and contact with the health centers or 
district hospitals staff. The Annual Reports of the three districts also revealed that 
the district health administrations have put in place a prompt referral system to 
handle obstetric emergencies. 127' 128 The midwives reported that there were 
ambulances and ready staff to convey clients/patients to health centers and district 
hospitals. All of the CHO-Midwives and their supervisors stated that they do refer 
pregnancy cases that are beyond their expertise to the health centers or district 
hospitals for prompt care. One CHO-Midwife stated it this way: 
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.... . "No, normally at our level, if the labor is prolonged, you are supposed to refer 
to the next level,· you are not supposed to manage the person at your level. We 
have some women, the normal hours they take, zero hour to the next twelve hours, 
the person should deliver, but after twelve hours if you see that the labor is not 
progressing you have to refer to the next level. Since I came I have referred only 
four labor cases and those ones, two were prolonged labor, one was underweight, 
below one fifty (15 0) and the other one was hypertensive because she had general 
oedema and the blood pressure was very high. I had to refer those cases because 
they were not my cases." (CHO-Midwife, KNE District) 
The midwives reported a strong referral system in place, but they also said the 
reality is that there are few, if any, ambulances to convey pregnant women from 
remote villages to the health centres or district hospitals. They stated that the 
insufficiency of transport is a major barrier to SBA in these villages. 
They midwives explained that other barriers also stand in the way of successful 
referrals . They mentioned that though CHPS program is meant to bring services to 
the doorsteps of the people and break geographical, social and cultural barriers 
associated with access to health care, community members at times are not aware 
of the program or willing to allow women to go away from their home and 
community. The also stated that at times, families insist that their relations deliver 
in the CHPS compounds instead of the district hospitals or health centers. As one 
health professional observed, families sometimes refuse to send their relatives to 
the district hospitals or health centers because of the distance and the advantages 
of staying close to home: 
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... "The area of referrals, sometimes when they refer, the relatives are not 
interested in going to the hospital or health center. They would want to get the 
woman to deliver by all means in the CHPS compound because they think that is 
nearer home. Those are the things that happen, but we are intensifying our 
education in that area and so, we think things are improving. " (District Health 
Management Team Official, Bongo District) 
5.4. Health Professionals' Opinions about the Use of CHO-Midwives for Skilled 
Delivery Services in CHPS zones 
We spoke with health professionals about their impressions ofCHO-Midwives as 
providers of skilled delivery services in CHPS zones. All of the district directors, 
heads of the units of the regional directorate of the Ghana Health Service and 
tutors of the midwifery training school stated that it was remarkable to have CHO-
Midwives reside and provide midwifery services to rural women. The health 
professionals believe that incorporating the maternal health services into the 
CHPS program "sort of fills in the gaps", especially in communities where trained 
midwives were non-existent, reduces the burden of pregnant women having to 
travel long distances to seek health care, decreases the workload of health staff in 
the hospitals and health centers, and contributes significantly to reduce maternal 
mortality and morbidity in rural areas. The views of health professionals are 
exemplified in these quotes from their interviews: 
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.... "The skilled delivery program in rural areas is very, very important, we need 
to increase the number of CHO-Midwives because as I mentioned earlier, they are 
saving a lot of lives. Because they are available when the woman is in labor she is 
easily attended to. Unlike when they were not there, when a woman was in labor, 
she had to walk ten miles and even deliver on the way. Anything could happen to 
the mother and the baby. But now with the midwives, staying in the communities, 
in the CHPS compounds and conducting the deliveries, it has reduced maternal 
and child mortality and other hazards which the child would have had. " (CHPS 
Coordinator) 
..... "It is good; it minimizes complications because when the CHPS centers were 
not there, before they got to us conditions would have worsened. May be the baby 
may go into distress and by the time you go to the theater; you bring out a dead 
baby. But with the CHPS program, the midwives easily get to us because they 
have our phone numbers and when they need help like means of transport, they 
call us and we send a lorry with a midwife to bring the client. So it is actually 
helping; unlike the TEAs who did not have phones, and so, they cannot even reach 
us." (Midwife in:-charge of District Health Center, Bongo District) 
... .. "My impression is that it is a very good concept that they are training CHOs 
as midwives to provide the services in rural areas: Formerly they were not trained 
in obstetrics or midwifery, so in the rural areas where they were posted, pregnant 
mothers were referred to the next level, but now they are given the extra skills and 
knowledge in obstetrics, they are able to carry out the normal deliveries and 
which goes to reduce the burden of the pregnant mothers travelling long distances 
to a higher level". (Tutor, Navrongo Community Nurses Training School) 
5.5. Incentives for the CHO-Midwives 
Incentives are essential to motivate CHO-Midwives to perform their duties 
effectively and efficiently .129 The Ghana Health Services has instituted an 
incentive scheme to reward CHO-Midwives for their services in rural 
communities. A review ofthe KNE, KNW and Bongo Districts 2011 Annual 
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Reports revealed that the CHO-Midwives are given paid leave; in-service training; 
promotion and feedback from supervisors as non-fmancial incentives to motivate 
them to continue to reside and work in remote areas. 124' 125' 126 The KNE District 
Health Administration has started sponsoring the training of two community 
health nurses/officers in midwifery every year. 124 Accordingly, those sponsored 
are supposed to return to the district to serve for at least two years in order to 
boost the number of midwives in the system and ensure the sustainability of the 
program. Interviews with health professionals revealed that the CHO-Midwives 
are given money, study and paid leave as incentives to motivate them to continue 
to stay and work in rural communities. A health professional offered this view 
about incentives for the CHO-Midwives: 
.. .... "We are trying to motivate them by giving them 10% of the funds they 
generate from every delivery because they are working under trying conditions. 
The incentives are necessary to motivate them to continue to stay and work in 
remote areas. As I said early, it is also important to provide them with incentives 
because they work under harsh conditions" (CHPS Official, Regional 
Directorate of Ghana Health Service) 
A tutor suggested that the midwives should be given incentives, awards, transfers, 
and logistics to work with as a motivation for them to continue to reside and 
provide the services in rural communities . 
. . . . . . . "They should motivate the midwives, giving them incentives and awards; 
those who perform well they should give them awards. I also think they should be 
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changing them .from time to time, may be if they work the villages for some time, 
one or two years, they should be sent to town and others will also go to the 
communities. They should motivate them; the managers do not see, they do not 
motivate people; they do not come to visit you .from time to time to see your 
problems. Even if you have problems, the other time we had a meeting and they 
talked of how some of them do not even have disinfectant, something like bleach 
and gloves, that people were referring patients to health centers and hospitals 
because they do not have gloves. I am trying my best to work and you won't 
supply me with the logistics to work with. So the motivation is even in the things 
that you work with; if you are working and all the things you need are there, you 
are motivated. Than you are in a situation in which you are working and then you 
need certain things to work with and you are not getting as if it is your property. 
Sometimes you are compelled to use your money to buy because you want to save 
life". (CHPS Coordinator) 
One Midwife-in Charge noted another kind of incentive for CHO-midwives--the 
provision of compound furnishings and social amenities to enable them stay and 
work in rural areas in comfort: 
... .. "You know in some places like down south they furnish the CHP S compounds 
for the midwife: there is a TV, a.fridge, even this Multi TV At least if you are 
comfortable enough, certain times if it is not all that far where your children can 
go to school, you can conveniently take them along. But our situation here is 
different. We have to be motivated to stay here." (Midwife In-Charge, KNW 
District) 
Communities have observed the effmis these midwives are making to bring health 
services to their doorsteps. Many believe that if the CHO-Midwives are provided 
with the necessary tools and comfort, they will stay and deliver better services in 
the CHPS zones. A traditional leader also emphasized the need to motivate the 
midwives for optimum work, and suggested motorbikes as an incentive that would 
also help them do their work more efficiently: 
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...... "If the nurses are working and nobody seems to see what they are doing they 
will not be happy; so I think they should be motivated to stay and work. There 
should be means of transport such as motorbikes. There is only one motorbike for 
the nurses; this one has to go there and another one wants to go somewhere else. 
If there are two motorbikes it will help them to work better and that will be a 
motivation to them. " (Chief, Bongo District) 
5.6. Contributions ofthe CHO-Midwives to the skilled delivery program 
5. 6.1. Increased skilled deliveries 
It is crucial to know the successes CHO-Midwives achieved in providing maternal 
and other services to rural communities. A review of the 2010 and 2011 Annual 
Reports of the three districts revealed that there is improved skilled deliveries in 
the districts. 124' 125' 126' 127' 128' 129 The health professionals and the community 
stakeholders confirmed that the CHPS program has helped to improve skilled 
deliveries in rural areas. Discussants noted this overall achievement of the CHO-
Midwives: 
.... . "When the CHPS concept was brought into the district, we only had 
community health nurses at the various CHPS compounds. You know the district 
is not so large but it is somehow large because when a woman is in labor she 
cannot walk the distance to the health facility where there is a midwife to deliver 
her. Initially we had a great number of home deliveries so we decided that we 
would try to post midwives to some of the CHPS compounds. In fact, they are 
capturing those women who would have delivered at home by untrained TBAs in 
their various communities. In fact, they have actually helped increase the number 
of skilled deliveries in the district" (District Health Management Team 
Official, Bongo District) 
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A CHO-Midwife explained that through the efforts of midwives and community 
support groups, they have improved skilled deliveries in rural communities . 
... .. "It is about four years. I started being a CHO- midwife in August 2010 and 
when I came, I realized that most of the women were delivering at home. So I 
started by telling them and giving my phone number to the volunteers that any 
woman who is in labor should go to the volunteer to call me; either I go myself 
and pick the woman or she will come. Some of them do not know they are in labor, 
she will come and tell you she has stomach pains and before you realize, she is in 
labor. So through health education, home visits and then mother-to-mother 
support groups we have been able to educate them. So because of that they now 
come to deliver, since December 2011 we have not had any home delivery" 
(CHO-Midwife, Bongo District) 
5. 6. 2. A decline in maternal mortality 
In Ghana, the main objective of the skilled delivery program is to reduce maternal 
mortality and morbidity. Interviews with CHO-Midwives reveal that they believe 
that the skilled delivery program has accelerated the reduction of maternal 
mortality in rural communities . 
. . . . . . "I think they should compare maternal mortality rate in the past years, when 
midwives were not deployed into the communities and the present time that 
midwives are in the various communities. if they compare the two, they will come 
out with a policy that will help. I think the midwives and the community health 
nurses are doing very well. if you actually compare this, you will see that there is 
much improvement. Maternal mortality is coming down; there is much 
improvement. Cases that cannot be handled they refer unlike when they were not 
there, these cases will be in their various homes, and they wait until it is so bad 
before they send the case to the hospital. But now when they bring a case and it 's 
beyond our expertise we refer promptly so that measures can be taken and their 
lives are being saved. So they should train more of the staff, if they are there and 
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we are many we will catch most of the women and reduce maternal deaths and 
disabilities." (CHO-Midwife, KNE District) 
Community stakeholders also express the belief that the CHPS program has 
helped improve the safety of women during delivery and averted many deaths. 
Communities' perspective about the skilled delivery program will encourage 
many more women and their families to seek skilled care at birth, and reduce 
maternal mortality in the country. As one community volunteer expressed it: 
... .. "The biggest benefit is, women used to die during labor, but now because of 
the help they get from this CHPS program, women no more die during delivery 
because once the nurses get there, by God's grace the baby comes out without any 
problem. It is a benefit, they save lives. " (Community Volunteer, KNW 
District) 
5. 6. 3. Increased healthy births 
The skilled delivery program also aims to ensure the most positive outcomes of 
mothers and babies. 123 Our interviews with community stakeholders convey the 
commonly held belief that mothers and babies are now healthy due to the 
implementation of the skilled delivery program. A community respondent had this 
to say: 
.... "Since the midwife delivers women in this community, the women are healthy; 
the nurse gives pregnant women medicine so they deliver safely without any 
problem. At first it was not so, pregnant women used to suffer during delivery. 
Now if a woman delivers, they give her and her baby medicine so they are 
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healthy. " (TBA, KNE District) 
5. 6. 4. Increased antenatal attendance 
A review of the Annual Reports revealed that in the UER, antenatal attendance 
was 96% in 2008. 11 Health professionals explained that the success in attendance 
was due to community members' proximity to health facilities and availability of 
midwives in rural communities. Health professionals described the success in 
antenatal attendance in these terms: 
... "The successes achieved, I will talk of increases in antenatal especially first 
time registration because the midwives are nearby. Immediately the woman 
realizes that she is pregnant, she reports to the nearby clinic. " (District Health 
Management Team, Bongo District) 
..... "Women now come for ANC and I have been able to counsel people; 
education has improved and people's attitudes have changed. First when I came 
here a woman won't come to clinic; when it was left with one month for her to 
deliver, then you would see her coming. Now we have educated them, when a 
woman misses her period she has to come to the clinic for antenatal care. " 
(CHO-midwife, Kassena-Nankana East District) 
5. 6. 5. Improved health education 
We inquired among CHO-Midwives, the extent to which they were able to 
educate their clients about all aspects of available maternity services. The large 
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majority felt that such education was a large part of their job and that they had 
been able to do so successfully. In the words of one CHO-Midwife: 
.... "I have been able to counsel people. Education in the communities has 
improved and people's attitudes have changed. First when I came here a woman 
would not come to clinic; when it was left with one month for her to deliver, then 
you would see her coming. Now we have educated them, when a woman misses 
her period she come to the clinic for AN C. " (CHO-Midwife, KNE District) 
5.7. Factors that Aided the Success of the Program 
5. 7. 1. Institutional factors 
As noted earlier, the Ghana Health Service mandates every region to make 
maternity services available and accessible to all women. A commitment was 
made to build midwifery into the CHPS program as the best alternative. While 
government mandates begin the process, institutional support is known to be 
crucial to make them work in reality. In order to assess institutional support in the 
CHPS zones, we reviewed documents ofthe Ghana Health Service and asked all 
interviewees for their perspective on such support. A review of the three districts ' 
Annual Reports revealed that the Ghana Health Service has built CHCs, trained 
and sent midwives to CHPS zones and provided delivery kits for the delivery 
program.124, 125,126 
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In addition, at the regional level, the Director of Health Services for the UER has 
instituted a series of measures to promote maternal health services in rural areas, 
in light of a known shortage of midwifery in these settings. The Regional Director 
is implementing this program based on his personal interests in the program and 
the indicators that show significant progress toward improving maternal health. 
In-depth interviews with health staff suggest that the CHO-Midwives ' work 
performance has gone a long way to reinforce the Regional Director' s 
commitment to send more CHOs/CHNs for midwifery training to fill in the gaps 
in the CHPS zones. Excerpts from interviews with policy-makers convey how the 
performance of the individual CHO-Midwives and the program itself has hastened 
their resolve to continue and strengthen the program: 
.... "We had reports that communities where we have midwives were not having 
problems like places where we have only community health nurses or community 
health officers and that has even encouraged director to send more CHOs/CHNs 
for the midwifery training to become midwives so that when they are through, they 
have a dual purpose. When they are there, they can do other things, and they can 
also deliver. So when they are there they are more important than someone who is 
only a CHO and has not done midwifery. So she can do both; she can take care of 
the patients, give them immunization and all those things, family planning and 
still deliver the women, give health talks and go for outreaches. "(MCH 
Representative, Regional Directorate of Ghana Health Service) 
.... "The health workers aided the success ofthe program. They stay here and 
provide the health services. They are making huge contributions to our health. 
You can imagine what would have happened to our wives if we did not have them 
here. Almost all our wives would have died of childbirth and that is not what we 
want to experience in this community. Thank God they have sacrificed to stay and 
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work to improve upon our health. So I think the health workers helped in 
achieving these successes. " (Chief, KNE District) 
5. 7. 2. Community factors 
Community involvement is necessary to implement the skilled delivery program 
in rural areas. For that matter, communities have been engaged in the 
implementation process. Health professionals and community leaders confumed 
that the success of the skilled delivery program was due to strong community 
support. Key stakeholders highlighted the contributions of communities to the 
program: 
.. ... "Yes, the community contribution is there because if the midwife is there and 
they are not patronizing the services then there is no need putting a midwife there. 
Even getting a place to put up the facility is from the community. The communities 
are also actively involved in the skilled delivery program. " (District Health 
Management Team Official, Bongo District) 
5.8. Limitations of the Skilled Delivery Program 
5. 8.1. Human Resources 
Health professionals in our study reinforced the well-known fact that midwives 
and other category of nurses are in shmt supply in rural communities. One CHO-
midwife expressed the dilemma in this way: 
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... "I think more midwives should be deployed into the communities; we have 
CHCs without mid-wives even though others may like to actually deliver in the 
facility, there is no midwife and the places are far. When we take Gia, Pindaa, for 
instance, a woman being in labor, she will actually like to go to a health facility 
for delivery, but you can imagine the distance. Then transportation, if Pindaa had 
a vehicle, a woman in labor could be transported to a health facility, but in this 
case, you will not get it; may be a motor, a bicycle which will not be so good for a 
laboring woman. So if midwives are around, I think we can get most of our 
pregnant women to come and deliver in the small hospital. " (CHO-Midwife, 
~~ I>istrict) 
A review of the Bolgatanga Regional Health Directorate 2010 Annual Report 
reveals the Ghana Health Service plan to address the human resource shortage: to 
train CHO-Midwives in the region, and to deploy them to all CHCs without 
midwives within the next few years in order to improve access to maternal health 
and skilled delivery services, especially at the lower levels of the health care 
structure. 121 This is an important step the Regional Directorate is taking to 
improve the level of human resources in the region. 
5.8.2. Constructing of more CHPS Centers and expanding the existing CHPS 
compounds to include delivery rooms 
According to the midwives and their supervisors, the CHPS compounds were 
initially built to offer basic services excluding delivery services. Now that the 
compounds are used for maternity care, CHO-midwives stated lack of delivery 
and resting rooms as important problems they are confronted with: 
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...... "I will say when a woman finishes delivering; we do not have a place to keep 
this woman. It is a limitation; she should be here for at least twenty-four hours 
which we cannot do. " (CHO-midwife, Kassena-Nankana East District) 
... . "Immediately a woman delivers she is asked to go home because there is no 
space to accommodate her for a long time, but if there was space they could allow 
such women to stay in the CHPS compound for some time,· you know after a 
woman delivers bloodjlows and that can worry her. If she gets home and a 
problem develops, it will be difficult for them to come." (Community Volunteer, 
KNW District) 
5. 8. 3. Problem with Accommodation for Staff 
Almost all the CHO-Midwives and their supervisors revealed that the midwives 
are faced with poor and inadequate staff accommodation, lack of bathrooms, 
toilets and social amenities in the CHPS compounds. The following quote 
represents the views of CHO-Midwives regarding infrastructure: 
..... "The staff accommodation is poor. We have only one bedroom and a hall and 
part of it is used as our store. So most of the staff stay in town while coming, one 
stays just around. We are able to acquire a place for him because he is a male, 
but the rest sleep in turns. One will come occupy the place for one week and the 
other one will come because of the inadequate accommodation. They are adults,· 
they are not small children to be packed in one room. That is why they run shift. " 
(CHO-Midwife, KNW District) 
5. 8. 4. Transportation 
The midwives, supervisors and health officials of the Bolgatanga Regional 
Directorate of Health Services said transportation is necessary to facilitate referral 
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of pregnant women and nursing mothers for maternity care in district hospitals or 
health centers/clinics, but some of the districts are confronted with transportation 
problems. The health officials reported that most serious is the presence of only 
one ambulance in each district. The CHOs, midwives and other nurses use pick-up 
vehicles as ambulances. 124• 125• 126 The officials of the Regional Directorate of 
Health Services stated inadequate ambulances as a major problem facing the 
skilled delivery program in CHPS zones. Health officials described the 
transportation situation in the region in the following terms: 
. .. "At times the means of transport to refer the cases is a problem; you know they 
do not have ambulances in the districts. Few of them have got the ambulances, 
mostly is the pickups and you know the pickup is not for that purpose alone. They 
may be calling for a means of transport, but they have sent the pickup to do 
something else. So they have to call, and call; you will be surprised that some of 
the midwives have to take the pregnant women to the next level by motorbikes. So 
these are some of the challenges they are facing." (CliPS Official, Regional 
Directorate of Ghana Health Service) 
5. 8. 5. Taboos 
The CHO-Midwives reported that in some traditional settings, women still do not 
access health care because of customs and taboos that forbid them from visiting 
health facilities. The midwives said in the process of convincing families to send 
pregnant women to health facility for care, for example, delays occur and that 
leads to death of the pregnant women or babies, as the following quote illustrates: 
120 
... ... .. "Yes, in fact there are some houses around here; they say they taboo 
hospital and so when their women are even pregnant, they do not attend clinic. 
Those who even attend; one ever came, we realized that the lying of the baby was 
not normal. We asked her to go and do scanning and she refused. When she came 
into labor too, she came to CHPS compound alright but when she came, she was 
almost full, she was referred to hospital but because she delayed the baby died. 
When she came home they said because their taboo hospital, that made the child 
to die. So when the woman was pregnant again, !followed her to go to clinic, she 
did not; I learnt she had to talk to members of the family, people also came in to 
talk before she was allowed to attend antenatal clinic. " (CHO-midwife, Bongo 
District) 
However, out of 407 respondents surveyed, nearly all of them (99%) said there 
were no taboos that prevent women from giving birth with the assistance of a 
doctor, a midwife or a nurse. Some community members prefer to seek the 
assistance of traditional healers or TBAs for their health needs, yet our 
interviewees suggested that such taboos are becoming outmoded, with more and 
more families seeking health care from CHO-midwives. 
5.9. Suggestions for improvement 
In all of our interviews with community members and health professionals, we 
asked them to offer ideas for the improvement of the CHPS integrated program. 
Their responses fell into three main categories: 1) increase the number and quality 
of trained CHO-Midwives; 2) upgrade their credential from certificate to diploma; 
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and 3) improve space and social amenities available to the CHO-Midwives 'on the 
job'. 
5. 9.1. Increase number and quality of midwives in CHP S zones 
Although the KNE District Health Administration has taken steps to boost the 
number of CHOs per CHPS zone to at least two, our discussions with community 
stakeholders and health professionals revealed that both groups firmly believe 
more CHO-Midwives and other category of health professionals are sorely needed 
in rural areas. They are needed to ease the burden on the existing staff, to reduce 
long waiting time, and to ease the burden of pregnant women having to walk long 
distances to seek skilled delivery services. The following quotes reflect the key 
sentiments about the need for more midwives among professionals and lay 
community members alike: 
.... . "The nurses are few,· these days they use the youth employment nurses and 
they are not as qualified as the real nurses. They should train more nurses for the 
skilled delivery program. " (Community Volunteer, KNW District) 
..... . "At the moment in the region our first problem is that we don't have enough 
midwives. DireCtor said this year twenty-nine midwives are going on retirement; 
the old ones. So if twenty-nine midwives are going on retirement and you don't 
have enough and already they are in short supply, what are we going to do? 
Without the midwives too, how are we going to move forward? So we need to 
train more of the community health nurses. Now we have the health assistant 
course (HAC) so you can train some of them, the women are there, you can train 
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to be midwives so that they can go into the communities and work. Now we have 
straight midwifery school that is there but unfortunately those who qualifY to go to 
that school, most of them are from South when they finish they all want to run 
away. That is why director said we should train our own community nurses who 
are already here; they are used to this place and they may not want to go 
immediately, so that they can serve here, so I think we should train more of them 
and encourage them to do the work. "(MCH, representative, Regional 
Directorate of Ghana Health Service) 
Although most community members mentioned that the nurses were friendly, 
sympathetic, nice, caring and respectful towards their patients/clients, other 
community stakeholders also complained of the abysmal attitude of few nurses 
that included yelling at patients/clients: 
... ... "Some women complain that some nurses shout at them and you know it is 
not everyone who feels comfortable with that. You may be saying something good 
to someone but if you say hey!! The person 's heart will jump. So whatever you say 
to the person, you will only be singing. So the nurses should exercise patience. 
You know, a pregnant woman is like a hungry person; a hungry man is an angry 
man. So when a woman is pregnant, it makes her angry without any reason. The 
nurses should exercise patience when they are explaining things to them. " 
(Community Volunteer, KNW District) 
The health workers sometimes become angry with their patients/clients, but I will 
advise that they should always exercise patience when they are handling sick 
people: already such a person is in pain. I will advise also community members 
that when they send their relatives to the hospital, they should not force the health 
workers to do things that they are not supposed to do, because the nurses are also 
human beings and can get angry if you put pressure on them." (Chief, KNE 
District) 
Despite the variation in the perceived quality of the CHO-Midwives caring 
qualities, there was widespread consensus among all stakeholders that more are 
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needed, and that the method of recruitment and training must not only ensure that 
their care is reliable and safe, but that they are kind and dedicated to the 
communities in which they live and work. 
5.9.2. Upgrading of the CHO-midwives certificates to diplomas 
The midwives explained that it is important for them to have the requisite 
qualification and skills to provide the services. They stated that most of the CHO-
Midwives are certificate holders, who need to improve their skills to undertake 
higher tasks. At the same time, the Ghana Health Service has not clearly defined 
the career progression of these midwives, so that is causing many of these 
professionals to think about whether or not to continue with the midwifery 
profession. The CHO-Midwives and other health professionals proposed that a 
CHO-Midwife, who has a certificate in midwifery with many years of work, 
should be given top-up courses to receive the diploma in midwifery. This will 
improve their skills and serve as an incentive for many more CHOs to enter the 
profession. They argued that some of the CHOs prefer the mental health or the 
health promotion programs to the midwifery program for the reason that they will 
obtain a diploma after they complete the former. A CHO-midwife highlighted 
these points: 
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... "Most of the community health nurses know that if they go for midwifery, they 
will be given a certificate so they prefer going to do mental health or health 
promotion to get a diploma" They could give CHO-Midwives with long service 
top-ups courses to receive the diploma in midwifery. " (CHO-Midwife, KNE 
District) 
5. 9. 3. Provision of space and social amenities for the skilled delivery program 
We consistently heard from health professionals and community stakeholders that 
it is crucial to improve health facilities for efficient and effective service delivery, 
so we asked them to suggest changes that could be made to the existing facilities 
to optimize the program's effectiveness when scaled up. Community stakeholders 
and health professionals indicated that future construction or expansion of CHC 
should include delivery and resting rooms, better accommodation and social 
amenities. The following quotes illustrate these points: 
... . "The only challenge I have is the delivery room: that small room here is used 
as consulting room, counseling and everything and also for conducting deliveries 
is not a convenient place. That is my challenge because I cannot put up my best 
because of how the room is congested with things. I am always afraid of patient 
or me contracting infection. I seriously need a delivery room to enable me provide 
efficient services. "(CHO-midwife, KNW District) 
.. .. "Immediately a woman delivers she is asked to go home because there is no 
space to accommodate her for long time, but if there is space they could allow 
such women to stay in the CHPS compound for some time; you know after a 
woman delivers bloodflows and that can worry her. If she gets home and a 
problem develops, it will be difficult for them to come back to the facility. So there 
should be two or three rooms with beds where these women can rest after delivery 
before they go home. " (Community Volunteer, KNW District) 
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A CHO-midwife said creating friendly environment, interacting with clients, 
refresher trainings for midwives will help improve the program in rural areas: 
.... "CHO-Midwives should always be at post, be friendly with our pregnant 
women and take good care of them [patients/clients}. If you are friendly with 
them, they will trust you and will always come to you. A CHO-Midwife should 
target her pregnant women and visit them once in a while. They should give the 
CHO-Midwives refresher trainings because there are always new ideas. The 
CHO-Midwives on their part should learn Information Communication 
Technology (JCT) and go to the internet for information on their work. They 
should buy computers for all the facilities. They should give CHO-midwives the 
opportunity to go for further training. "(CHO-Midwife, KNW District) 
5.10. Lessons learned from CHO-Midwives: Contributions to the skilled delivery 
program in rural areas 
We also asked the CHO-Midwives and other health professionals to summarize 
the lessons they had learned from the initial roll out of the CHO-Midwives in the 
CHPS zones. We discovered one overarching theme--the importance of being 
residents in communities. Residing in communities, CHO-midwives are able to 
interact with the people and know their problems, improve their relationship with 
community members, and thereby offer better health service. Interestingly, the 
CHO-Midwives reported that these stronger relationships and 'inside knowledge' 
also sharpened their skills and confidence as health practitioners. The following 
comments reflect this theme: 
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... . "It is good, we have experienced a lot. At first you know when you are in the 
health center, the people come to you; you go to them on rare occasions, but now 
we are in the community, we do our work, we interact with them, they come to us 
at any time, we go to them at any time and in fact now the work is so good that I 
do not even know what to say. " (CHO-midwife, Bongo District) 
.... "I have learned a lot because we are always with the women; and if you know 
your women, you will know their problems and you will help them solve the 
problems. Instead of coming once a while, doing your antenatal and going away, 
you are with them in the community and they know you, wherever they meet you 
they are always happy. So you interact more with your women." (CHO-
Midwife, KNW District) 
... "It is actually very interesting to just be with the people, to know them and they 
also have confidence in you. Actually it has helped to improve the relationship 
between the community members and the health workers." (Sub-District 
Supervisor-KNE District) 
Community Participation in promoting skilled delivery care in rural 
communities of the Upper East region 
The findings in this section focus on community participation as an integral part 
of the skilled delivery program. 
Research Question 2:To what extent have community residents and leaders 
participated in the implementation of the skilled delivery program? 
In order to answer research question 2 we addressed the following objectives: 
• Assess the extent to which communities know and use the skilled delivery 
care and other programs in the CHPS context; 
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• Identify key roles communities played in implementing the skilled 
delivery program; 
• Assess the benefits and challenges of community involvement in skilled 
delivery care and 
• Identify areas that need to be improved to optimize effectiveness of the 
program. 
To address these objectives, we conducted in-depth interviews with traditional 
leaders, elders, women leaders, TBAs and community volunteers. We also 
reviewed annual reports of the three districts and the CHPS policy operational 
documents. 
5 .11. Communities' knowledge and use of skilled delivery serv1ces and other 
programs in the CHPS zone 
5.11.1. Knowledge and contribution by community leaders 
Community leaders are generally informed about any new programs before they 
get involved in the implementation activities; likewise, community leaders with 
whom we spoke all knew about the CHPS program and were in close consultation 
with health professionals in the planning and construction of Community Health 
Compounds (CHCs). They also helped to implement the program and often sought 
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skilled delivery care and treatment for minor ailments from the health 
professionals. The community leaders described their involvement in the CHPS 
program: 
... "Yes, I know about the existence of the small hospital [Community Health 
Compound-(CHC)}. When the health professionals first came to Kandiga chief's 
house they called all the elders; all sectional elders from Nindagsi, Kruba, 
Bembisi---in fact elders from all the sections to meet at the chief's house and they 
told us how they wanted to establish the small hospitals [CHC] to help us. They 
did not just come to start it all alone; they did it in consultation with the 
community members, the chief, his elders, and opinion leaders before they 
started" (Community Volunteer, KNE District) 
5. I I . 2. Contributions of family and other community members make the program 
According to the community volunteers, traditional leaders, TBAs and women's 
leaders, community members contributed in diverse ways to support the skilled 
delivery program. They often transported pregnant women to the CHCs for skilled 
delivery services and contributed money for their delivery expenses. They also 
reported events on pregnancy to the community volunteers or TBAs, and 
mobilized and participated in durbars. A review ofthe 2010 Annual Reports of the 
KNE and KNW District and an interview with a CHO-Midwife revealed that 
some communities have instituted by-laws on antenatal attendance and supervised 
delivery, so any woman who delivers at home is fined and the penalty varies 
across communities. 124•125 Communities have also been involved in the 
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management of the CHCs to make life better for the CHO-Midwives. Both the 
CHO-Midwives and the community volunteers confirmed that community 
members referred or accompanied pregnant women to the CHCs for skilled 
delivery services and they also reported events on pregnancy to the community 
volunteers or TBAs, mobilized and participated in durbars. In their own words 
respondents gave an example of how they work for the program . 
... .. . "You know everything is about money so when a pregnant woman has a 
problem and may not have money, we have a brother here in the community when 
such situations arise; we contribute money, go to the man and ask for help. We 
buy petrol and put it in his vehicle to take the woman to the big hospital. The man 
is called [name withheld]. Anytime there is a problem in the night, wherever a 
motorbike or a bicycle cannot go to and we cannot also walk there, we run to him. 
The community members also contribute some money for him to take the woman 
to the hospital. " (Community Volunteer, KNW District) 
........ "When any of our daughters-in-law is pregnant we ask her to go to the small 
hospital [CHPS compound] for weighing, any pregnant woman in the family is 
asked to go to hospital for weighing until she delivers. This makes them deliver 
safely. " (Elder, Bongo District) 
.... " When the nurse first came, the women were divided into groups, one group 
would fetch water for her and another would sweep round the compound so it 
shows that the nurse does not work alone, she works with the community 
members." (Women Group Leader, Kassena-Nankana East District) 
5.11. 3. Community members donate time and money 
Community volunteers, TBAs and the chiefs indicated that rural communities in 
UER are no longer mere recipients of health services, but they also donate to the 
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CHPS program. These community residents reported that they provided land, 
labor, funds and other logistics for the building of CHCs. The following quotes 
from various community stakeholders illustrate how they described community 
contributions to the program: 
.... "When they were going to build the CHPS compound they [district assembly] 
only brought a tipper truck and the community members came out and collected 
sand for the building of the project, the community members donated the land free 
of charge and they picked stones for the project. During the construction, digging 
of the foundation, fetching water; they call it communal labor, whenever they 
announced all members of the community came out to work at the small hospital 
[CHC]. " (Community Volunteer, KNW District) 
...... "We asked the young men in this community to mold bricks because it is their 
wives who go there to deliver. They molded the bricks to build rooms for the 
nurses. When they were going to start with the building itself, the community 
members met and contributed money little by little towards the building" (TBA, 
Kassena-Nankana East District) 
... "Where they are, there are no chairs so whenever the people are going there, 
they are told to contribute money and we all contributed money to buy wood. The 
wood was brought here and carpenters made chairs for the nurses and also for 
patients to sit on. " (Chief, Bongo District) 
5.11. 4. Communities' supervision of the CHO-Midwives 
In-depth interviews with community leaders revealed that elders, teachers and 
women groups' leaders on many occasions visited the CHCs to oversee the work 
of the CHO-Midwives. Residents mentioned that their visits are a way of showing 
concern towards the midwives and support the program activities . It is also 
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important to keep the midwives in check, so that they will not abuse the trust 
invested in them by the health authorities and the communities. As one respondent 
expressed it: 
... "There are elders who go there to see what goes on there in the CHPS 
compounds and assist the nurses if necessary. The compound is near a school and 
the teachers also see how the nurses work and women 's groups leaders also go 
there to see what the nurses are doing and see whether they could be of help to 
her. " (Community Volunteer, KNW District) 
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5 .12. Contributions of community volunteers to the skilled delivery program 
According to the community volunteers, the Ghana Health Service usually select, 
train and deploy them to provide basic health services in their communities. The 
volunteers said they took part in a variety of health activities including weighing 
of children, health education, and community-based surveillance, administration 
of drugs for minor ailments and referring or accompanying pregnant women to the 
CHPS compounds for skilled delivery care. In their own words: 
.. .. . "I am involved in weighing children in the CHPS compounds or during 
outreach programs. We hold talks with the women about the importance of skilled 
delivery care and we often refer or accompany pregnant women to the small 
hospital [Community Health Compound] for the skilled delivery services. " 
(Community Volunteer, KNE District) 
... . "Whenever a woman delivers and I do not hear quickly the TEA brings the date 
to me to report, I also report to the people at the research center so that they can 
get a birth certificate for the baby. So we work hand in hand to help the 
community." (Community Volunteer, KNW District) 
A review of the CHPS operational policy document revealed that the 
community/village health volunteers, by design, are the core support persons to 
the CHOs in the communities. 11° Communities select their volunteers based on 
their own criteria and guidance from the health professionals. The qualities of a 
potential volunteer included membership or leadership of a group or network that 
already exist in the community; a track record of active community participation; 
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good character, the spirit of voluntarism, trustworthiness and honesty; residence in 
the community for a long period of time; and above all, readiness to work under 
the supervision of the community leaders and the sub-districts health teams. 127 
The KNE, KNW and Bongo districts 201 0 and 2011 Annual Reports revealed that 
volunteers are usually trained before they are deployed, and the training focuses 
on defmed health interventions that are conducted with logistics and technical 
supervisory support from health staff in the communities. 124• 125• 126•127• 128 
The DHMT staff reported that training of volunteers is a prerequisite for engaging 
them in service delivery. A review of the CHPS Operational Policy document 
showed that volunteers receive basic training to promote, prevent, and detect cases 
and refer them promptly. They are also provided with basic first aid skills in home 
accidents. These activities are undertaken under the direct supervision of the 
CHOs and CHO-Midwives and other health professionals. 110 
A review of the 2011 Annual Reports of the KNE, KNW and Bongo Districts 
showed that the health authorities hold regular meetings with communities to 
assess and improve performance of volunteers and overall community health. The 
trainers offer refresher courses for active volunteers to update them with new 
health activities; and they replace dormant and deceased volunteers, and train 
those who are newly assigned. 124' 125' 126 The 2011 Annual Reports of the three 
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districts also indicated that the District Health Administrations also hold advocacy 
meetings with Integrated Management of Childhood Illness (IMCI) volunteers, 
TBAs, and community-based surveillance volunteers (CBSVs) on community 
support for reproductive health. 124' 125,1 26 
The 2011 Annual Reports of the three districts showed that communities and 
CHO-Midwives organize sensitization durbars on the importance of facility 
delivery. 124' 125' 126 The 2010 Annual Reports ofKNE and KNW revealed that to 
support the CHO-Midwives, the volunteers register all pregnant women in the 
communities, and there are mechanisms in place for pregnant women to contact 
volunteers' easily. 127' 128 The training also bolsters the capacity of volunteers to 
build strong collaboration within their communities on the one hand and with the 
Ghana Health Service on the other hand. However, the head official indicated that 
most of all, it is the supervision of volunteers by health professionals that is 
paramount to ensure that volunteers maintain the trust invested in them, and do 
not prov~de services beyond their expertise. 
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5.13. Contributions of Traditional Birth Attendants to the skilled delivery services 
Health professionals and community stakeholders affirmed that TBAs provided 
health education to women on the importance of skilled attendants at birth. TBAs 
reported that they have also taken the extra step to refer or accompany their clients 
for skilled delivery service, but the health professionals often must strongly 
cooperate and motivate them to continue to refer pregnant women for skilled care. 
Some noted the possibility that the initial euphoria among TBAs as they begin to 
refer their clients for SBA can wane, and that may put the program in jeopardy. 
The community stakeholders and health professionals indicated that if 
communities and health professionals collaborate to sustain the interest of TBAs 
in the program, they will continue to refer their clients for maternity services. The 
statements of a CHO-midwife, a Chief, and a TBA capture this transition in the 
role ofTBA's in birthing: 
. . . . . . . "I help the nurses by saving women in labor in the night by accompanying 
them to the CHPS compound for delivery services. During the day, I also take any 
woman in labor to the small hospital [CHPS compound] to deliver. If a woman is 
not able to deliver they take the woman and I on a motorbike to "Fari yeri " 
[Catholic Mission Health Center] to deliver her. "(TBA, KNE District) 
.... .. "You know, this time we do not even allow TEAs to conduct deliveries. Their 
duty is to identify and ask the women to come or to accompany women in labor to 
the facility to deliver. But where the baby is coming and there is no way, when 
they [TEAs] call we rush there to conduct the delivery and they have been 
bringing the women to the CHPS Compound for delivery services." (CHO-
Midwife, KNW District) 
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..... "The work of the TBAs is good. They were solely providing delivery services 
to women in this community; but now that there is a trained midwife in the 
community, the TBAs only take the woman in labor to the clinic for help and if the 
woman has problems they help her. " (Chief, KNE District) 
Although some TBAs refer their clients to the CHO-Midwives for skilled delivery 
services, community residents reported that others still provide delivery services, 
but when they detect a complication, they quickly refer or accompany the women 
to the CHPS compounds for professional care. Community stakeholders reported 
that some TBAs provide delivery services for traditional, cultural and financial 
reasons. Most respondents described the work of the TBAs as including both 
delivery and referral, as illustrated in these quotes: 
..... "I have delivered so many women; I have also talked to pregnant women with 
difficulty in delivering to go to the small hospital [CHPS compound] for delivery. 
Many women now go there for delivery services. " (TBA, KNE District) 
.... . "There is a man, who is a TBA; it is a tradition in their family since time 
immemorial. There is juju in their family and if a woman cannot get pregnant 
goes to that house, they can treat her to get pregnant and deliver a child. Any 
woman who is in labor and cannot deliver, if they call that man he will come and 
deliver her. " (Elder, Bongo District) 
However, some community members have stated that the tradition is gradually 
becoming outmoded, so communities are no longer demanding that TBAs should 
continue to offer delivery services. 
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- - - - - ---
5.13.1. Incentives for trained Traditional Birth Attendants and Volunteers 
According to community residents and CHO-midwives, the Ghana Health Service 
compensates trained TBAs who refer their clients to the CHO-Midwives for care. 
This offsets the fmancial loss for TBAs when they refer their clients. Both the 
community stakeholders and health professionals said CHO-Midwives gave soap 
or money to trained TBAs and volunteers who referred or accompanied pregnant 
women to the CHCs for supervised delivery. The 2010 Annual Report ofthe KNE 
District revealed that in some communities, health professionals gave the 
volunteers bicycles to help them provide the services. 128 The KNE and KNW 
districts 2010 Annual Reports indicated that community volunteers earn a small 
income on the sale oflnsecticides Treatment Nets (ITNs).127' 128 Communities also 
accorded TBAs and volunteers "respect" and "recognition", which is an incentive 
to them. 
These issues are highlighted by key stakeholders in the following excerpts: 
...... "I have used a percentage of the delivery fee to purchase soap and the soap is 
here; when a TBA or a volunteer accompanies a woman to this place to deliver we 
give them the soap, they are happy and so, they continue to refer the women. " 
(CHO-Midwife, KNE District) 
. .. . "As a volunteer my community members know that I am also a human being 
[Community members give her respect] because whenever there is any problem, 
they come to me. They have raised[honored] me and I now know I am also useful 
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to the community through the help I give to people whether a woman is in labor or 
someone falls sick in the night. " (Community Volunteer, KNW District) 
. .. .. "For volunteers who bring the women to the CHPS compounds to deliver, 
instead of giving them soap, we write the volunteers ' names and at the end of the 
month we give them two (2) Ghana Cedis. We calculate based on the number of 
women each person brings and give them the money. So they are actively involved 
in bringing pregnant women in their first trimester and women in labor. " (CHO-
Midwife, Bongo District) 
A few volunteers complained that they were not compensated for their services. 
The Ghana Health Service only compensates trained community volunteers, so 
those who do not fall within this category are not rewarded. However, the 
community stakeholders expressed that the CHO-Midwives can identify all 
volunteers irrespective of whether they are trained or not, and motivate them to 
refer or accompany pregnant women to the health facilities for matemal,health 
services. The following comment illustrates the frustration of volunteers who do 
not receive incentives: 
... .. "In fact, on many occasions, no one thinks about we the volunteers, and that 
makes us drag our feet when we are working I have done this voluntary work for 
the past ten years. I am only doing it for my community. No one comes to see us 
and the women do not have the money to assist us the volunteers. This does not 
help the work in any way. We help to send pregnant women to the CHPS 
compound to deliver and at times we call the nurse to a compound to deliver a 
woman in labor and so they should motivate us. "(Community 
Volunteer/Women's Leader, Bongo District) 
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Overall, CHO-midwives emphasized the importance of motivating TBAs and 
community volunteers to continue to refer or accompany their clients to health 
facilities for skilled care. The midwives indicated that skilled delivery is free, but 
the government pays for every delivery conducted, and the CHO-Midwives use a 
percentage of these funds to offer incentives to volunteers and TBAs. They worry 
that if the government stops paying for deliveries, some women may not be able 
to afford the delivery fee and they will not be able to offer incentives to all TBAs 
and volunteers who partner with them . 
. . . . . . "Some ofT BAs still help women to deliver. You know if a woman delivers in 
your family, you just do not say, "far a, fara" (thank you) to the TBAs or older 
woman who came and delivered her. No, you have to give her what is traditionally 
given to her. Some people take chickens and some add other things. Some women 
and their families now give soap, after delivery, one gives soap and then add a 
little money for her to use for other things. That makes them happy. "(Chief, 
Bongo District) 
A traditional leader revealed that some TBAs and older women still provide 
delivery services for a fee. Community leaders listed chicken, soap, money and 
other items as compensation for their services. According to the chiefs, elders, 
TBAs and community volunteers, some TBAs continue to practice because of the 
incentives associated with it, although the incentives and encouragement of health 
authorities and community leaders have convinced many to collaborate with 
CHO-Midwives, referring their clients for skilled care, as described above. 
140 
5.14. Contributions of women and men's support groups to the skilled delivery 
program in rural areas 
The CHO-Midwives disclosed that social groups such as women and men's 
groups play significant roles in implementing the skilled delivery program in rural 
areas. They indicated that women groups are trained to provide counseling on 
breastfeeding and personal hygiene to nursing women, especially first time 
mothers. The Bolgatanga Regional Directorate of Health Service 2010 Annual 
Report, UER also indicated the formation of women groups for maternal and child 
health programs. 121 The Ghana Health Service collaborated with NGOs to 
organize training sessions for pregnant women and nursing mothers on maternal 
care.
121 Both the CHO-Midwives and community stakeholders have pointed out 
that women groups have been trained to provide health education to women in the 
communities. Men's support groups are formed in some communities to assist or 
encourage pregnant women to seek skilled delivery care. Community key 
stakeholders describe how these groups have been involved in the CHPS program: 
.... "We have women's groups who have been trained so when we deliver the 
women, we then refer them to those women and they take them up and counsel 
them on how to breastfeed their babies.and take good care of themselves. This is 
very important for women who deliver for the first time. " (CHO-Midwife, KNE 
District) 
...... "OK, we [Health professionals and community members] held durbars and 
formed men-to-men support groups; you know the men are the heads of the 
families and they take decisions in their various homes. So if you involve the man 
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concerning the health of the woman, at least when she is in labor and she informs 
the landlord or the husband, they will give her the opportunity to come and 
deliver in the facility instead of keeping her at home. So that is what we have 
done, men-ta-men support groups. " (CHO-Midwife, KNW District) 
A traditional leader reported that some rural communities in the KNE District do 
not have women's groups that are actively involved in the skilled delivery 
program. The leader, therefore, suggested that communities should volunteer to 
assist the midwives and existing men and women's groups should be encouraged 
to get involved in the program. A key informant stated: 
... .. . " We do have women 's group helping the midwife and other nurses in this 
community. We have to choose women who should be trained to help the midwife 
and the other nurses in the CHPS compound. We also have to talk to the Women 's 
groups ' leaders to urge their members to help the health staff because it is 
important for them to be involved to get the work going." (IDI with Pungo Chief) 
142 
5.15. Contributions of traditional leaders: paramount and sub chiefs 
Our inquiry of stakeholders about the role of traditional leaders on the CHPS 
program revealed that the chiefs' contributions to the CHPS program ranged from 
donation of land for the construction of compounds to mobilizing communities for 
durbars and actively participating in the programs. They community residents 
reported that the traditional leaders are the custodians of the communities; they 
have vested powers to decide on the developmental programs in their 
communities. These quotes illustrate what we learned: 
... "The chief donated the landfor the building of the small clinic [CHPS 
compound}. We are most grateful for that because we can now send our pregnant 
women for skilled delivery services without transportation problems. " (Women's 
Leader, KNW District) 
...... "If they have any problem that concerns the community and there is need for 
me to help them get the discussions going, I do it. Especially meetings if they 
inform me, I also ask the smaller chiefs to announce to their people to come out 
on the stipulated day to hear what the nurses have for us.-Yes, I do the 
announcement and then ask the smaller chiefs to also announce to get the 
information to every section." (Chief, Kassena-Nankana West District) 
The CHO-Midwives reported that traditional leaders provide health education in 
the communities to ensure that every woman receives skilled care at birth, and 
further support the program with bylaws that call for punishment of women and 
their families who refuse to deliver in health facilities. The midwives describe it in 
these excerpts: 
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...... "If they have any problem that concerns the community and there is need for 
me to help them get the discussions going, I do it. Especially meetings if they 
inform me, I also ask the smaller chiefs to announce to their people to come out 
on the stipulated day to hear what the nurses have for us.-Yes, I do the 
announcement and then ask the smaller chiefs to also announce to get the 
information to every section." (Chief, KNW District) 
..... "The chiefs also educate their people. We held a durbar here and the chief of 
Katui said any woman who delivers at home will be sanctioned. So the women are 
very careful not to deliver without the supervision of the trained midwife. " (CHO-
Midwife, KNW District) 
5 .16. Contribution of the District Assemblies to the skilled delivery program 
The District Health Management Teams (DHMTs) have also made efforts to get 
the District Assemblies to participate to implement health programs. A review of 
the 2010 Annual Reports ofthe KNE and KNW Districts127'128 revealed that the 
District Assemblies and constituency representatives have collaborated with the 
Ghana Health Service to provide infrastructure, social amenities, materials and 
logistics support to the CHPS program. For instance, the Member of Parliament 
(MP) for the Navrongo Central Constituency earmarked six (6) sites for 
construction of CHCs and he supported the completion of two compounds. Out of 
six (6) CHCs, four ( 4) are at the foundation level. In addition, the District Health 
Administration has collaborated with the District Assembly for the building of 
CHCs, electrification/water source for CHCs without lights and water. 128 
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In the words of the Head of the District Health Management Team: 
.. "Let me say that I have been able to convince the District Assembly and they 
have also seen the need to improve on the structure [CHC]. They have 
constructed a CHC at Nyangua; there is ANC, delivery and rest rooms separate 
from the OP D. They have also provided staff accommodation; so it is a big 
structure. Now they have finished and handed over to us. The same structure they 
have put at Korania and they are in the process of handing over to us. " (Head, 
District Health Management Team, KNE District) 
Community leaders and health staff confirmed that the District Assemblies built 
some of the CHCs and assisted in acquiring land and other logistics, such as tipper 
trucks to carry sand, stones, equipment and logistics for the building. 
Occasionally, the assembly members assisted in organizing the communities for 
health programs. One elder offered this description: 
.... "Any time the community had a health issue or it was time to hold a durbar, 
they gave him [Assemblyman} a letter and he went round to inform stakeholders, 
opinion leaders and even organize drummers and dancers to perform. He is also 
responsible for drawing the agendafor the occasion. They also helped in getting 
land and materials for the building of the CHPS compound. "(Elder, KNE 
District) 
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5.17. Achievements from community involvement in the skilled delivery program 
5.17.1. Successful in promoting skilled attendants at birth 
Community stakeholders indicated that most pregnant women no longer deliver at 
home as a result of the collaborative efforts of community members and health 
professionals. In their view, a significant impact of the program is that pregnant 
women seek skilled delivery services. Both the health authorities and the 
community members attested that they collaborate to ensure that every woman 
receives skilled care at birth in rural areas. The following quotes exemplify this 
commonly held view: 
... "In fact for the past four years, any pregnant woman who is in labor does not 
go far to deliver. Women now go just nearby to deliver; but before now any 
woman who was in labor had to get a vehicle to Bolga. Some women even 
delivered on the way because of lack of the means of transportation to get to Vea 
quickly. Throughout rainy season pregnant women could not go to Vea so they 
had to go to either Bolga or Bongo to deliver. But now women do not go far to 
deliver, they give birth in the quarters here." (Women leader-Bongo District) 
...... "At first when a woman was in labor, we got men or women here who would 
try by all means to bring the baby out, but after the baby came they would not 
know how to deal with problems associated with the delivery. With the nurses here 
after they have delivered a woman, they allow her to rest in the facility till the 
following day to see if she has any problem. It is now better than when our own 
people were assisting the women to deliver. TBAs and volunteers help the nurse to 
get the pregnant women for skilled delivery. We no longer have so many 
problems; it is so helpful since they go to the nurses to deliver. " (Community 
Volunteer, KNE) 
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..... "Kai!! I do not think there is any woman in the whole of our community who 
gets pregnant and will not go to the small hospital [CHPS compounds]. No 
pregnant woman will stay home with her pregnancy." (Community Volunteer, 
KNW District) 
5.1 7. 2. Prevent deaths 
One important reason for implementing the skilled delivery program is to ensure 
that every woman delivers safely. In all three districts, community stakeholders 
emphasized that a benefit from the skilled delivery program was that women no 
longer suffer complications or die from pregnancy related causes. In the words of 
community volunteers, a TBA, and an elder: 
.. "E!! The biggest benefit is, women used to die during labor, but now because of 
the help they get from this CHPS program, women no more die during delivery 
because once the nurses get there, by God's grace the baby comes out without any 
problem. It is a benefit, they save lives. " (Community Volunteer, KNW 
District) 
.... "Since the trained midwife delivers women in this community, the women are 
healthy; the nurse gives pregnant women medicine so they deliver safely without 
any problem. At first it was not so, pregnant women used to suffer during delivery, 
but now if a woman delivers, they give her and her baby medicine so they are 
healthy. "(TBA, KNE District) 
.... ... "I have learned a lot; when I was a child I saw how women suffered and died 
during pregnancy and now that the nurses are here, they save the lives of 
pregnant women. " (Community Volunteer, KNW District) 
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..... "I will say that the government has done well by sending trained midwives to 
the communities to provide skilled delivery care. I am no more worried when 
pregnant women are going to deliver because they will come back safely. We are 
thanliful to the health authorities. " (Elder, KNE District) 
5.17. 3. Improved health education 
Many respondents reported that the health education has helped community 
members appreciate the need to seek SBA rather than administer potentially 
dangerous herbal preparations to pregnant women for "safe" delivery. One elder 
stated it this way: 
.... "They call meetings and talked to us; they told us we should not keep pregnant 
women at home and give them concoctions to drink and we should not prevent our 
women from going to the hospital. That period is past; we were ignorant, we used 
to prevent our pregnant women from going to the hospital and we gave them 
concoctions to drink until she delivered. That is no more done, these days any 
woman in labor is quickly sent to the small hospital [CHPS compound] to 
deliver. " (Elder, KNW District) 
5.17. 4. Distance problem addressed 
Interviewees also noted that the CHPS program has helped the communities solve 
the "distance problem"; most pregnant women no longer have to travel long 
distances to access skilled delivery services. Stakeholders discussed the great 
value of having CHO-Midwives within the communities: 
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......... "Eeeeeeh! it is a good idea because imagine if there were no midwife here 
or in most of the communities and a woman is going to deliver; she has to walk a 
distance and sometimes getting means of transportation for the woman to get to 
the nearest clinic is always a problem. So the woman will end up delivering at 
home whether she likes it or not. So the idea of putting midwives in the rural areas 
has really helped because you handle cases that are not beyond your capability. 
You can handle normal cases and those that are beyond your capability you can 
refer them on time to save lives. But if there were no midwife in a particular 
community and a case comes whether it is normal or abnormal, it may end up 
badly. I think every community should have a small clinic and they should train 
more midwives and send them to rural areas. " (CHO-Midwife, KNW District) 
...... " Whenever a pregnant woman was in labor we did not know how to send her 
to Bongo because of the long distance, but that is no more. Now any time a 
pregnant woman is in labor, whether day or midnight we can get her to the small 
hospital [CHPS compound}. If they can deliver her they do it and she goes home; 
but if they cannot, they call Bongo health center staff to come here and send her 
with a vehicle to Bongo to deliver." (Women Leader, Bongo District) 
5.18. Challenges facing the skilled delivery program 
5.18.1. Long distances and lack of transportation to CHPS compounds for 
delivery services 
Notwithstanding the successes, the skilled delivery program is still confronted 
with many challenges. Discussants cited lack of transportation as a major barrier 
to referring clients to the CHCs, health centers or the district hospitals for care. 
Some community stakeholders mentioned long distances to CHCs and lack a 
common place for meetings as reasons for their non-involvement in the skilled 
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delivery program. Several quotes highlight the transportation challenge in more 
detail: 
...... "The long distance to the health small hospital [CHCs} is the problem. In 
addition, during the rainy season, it is difficult to cross to small hospital because 
of the river here; even if you are going to Bongo, there is another river at 
Balungo. When the river gets full we are cut off It is only during the dry season 
we are free. That is why a health facility has been sent there. There are no 
vehicles; Bongo which is even bigger has only one vehicle which sometimes 
breaks down. Our road is also not good. That is the problem so if communities 
have small hospitals it will be helpful to people. " (Chief, Bongo District) 
.... "The resources are not available because when I am called upon in the night, I 
get up and walk to our brother who has been helping us with his vehicle. If I had a 
means of transport, I could help those whose problems are not so serious. Have 
you seen a bicycle here? I do not have even a bicycle let alone owning a 
motorbike. We seriously need a means of transport because we are far from the 
health facility." (Community Volunteer, KNW District) 
5.18.2. Challenges getting medicine from CHPS centers 
We found mixed reports about the availability of needed medicine in the CHPS 
Centers. A community stakeholder explained that there is irregular supply of 
medicines in the CHCs . 
... .. .. "In fact in this small hospital [CHPS compound], at times getting medicines 
is a problem; even if you have a health insurance identity card they will tell you 
there is no medicine. Even if you go to the big hospital in town they will tell you 
there is no medicine. They will tell you to go to a drug store and when you get 
there, the medicine is so expensive. But we thought having the identity card would 
help us, it is not so. So I think if they have medicines all the time it will help us " 
(Chief, KNE District) 
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However, the health officials and some community members indicated some 
CHCs have medicines . 
. . . . . " We could not get medicines when we fell sick, but now we get medicine right 
here. Our pregnant women had problems, now any woman who is pregnant goes 
to the small hospital [CHPS compound] for weighing and takes her medicine until 
she delivers. No more problems. "(Elder, Bongo District) 
.... "Now the CHOs have no problem with drugs because we have a scheduled 
delivery where the regional medical stores go round them with drugs. They 
(CHOs) provide the clients and then claim from the National Health Insurance " 
(CHPS Official, Regional Health Directorate) 
5.19. Recommendations of the Community Participants 
5.19.1. Improvement in transportation in skilled delivery care 
All community members agreed that it is crucial for the Ghana Health Service to 
have means of transportation to ease referral of pregnant women from the CHCs 
to district hospitals or health centers for the services. Some cited that more CHCs 
should be constructed to reduce the long distances rural women have to travel to 
seek maternity services. Although the CHPS program is aimed at making health 
services available at the doorsteps of the people, some communities are very 
remote and far from the CHCs; hence those affected expressed that CHCs be built 
in their areas to help them access health care. In the words of one volunteer, 
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.... "There should be more CHPS compounds in every community; they can build 
one or two for communities. If they are able to build a CHPS compound for every 
community it will be good but the communities are so many" (Community 
Volunteer, Bongo District) 
5.19.2. Improvement in collaboration between health professionals and 
community members for the CHPS program 
It is important to understand how communities could work with health workers for 
optimum work performance. Community leaders stated that health professionals 
should strengthen their partnership with community members and volunteers be 
given regular refresher trainings and health officials also think that more CHOs 
should be trained as midwives, equipped and motivated to provide the services. 
The respondents indicated that mutual cooperation among stakeholders is 
necessary to achieve results .. As one elder stated, 
... .. . " What remains to be done is that people should always be called to the clinic 
to discuss everything that concerns the program. There are times when they even 
forget of us, they forget of the volunteers, they do not call them. It takes some time 
before they are called to be given refresher training. I think there should be 
refresher training every three months. Whatever worries the volunteers they will 
say it, whatever worries us we will also say it and whatever worries the 
community members they will inform us and we will in turn tell them. "(Elder, 
KNW District) 
...... "What is left to be done is to train more CHOs in midwifery, provide them 
with logistics, equipment for them to be able to provide the services and motivate 
the CHO-midwives to continue to stay in the communities". (Health Official, 
CHPS Unit) 
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5.20. Lessons learned from community contributions to the skilled delivery 
program 
We asked stakeholders about their views of the pilot program and lessons they had 
learned about community participation as implemented. First, they confirmed their 
strong belief that skilled attendants at birth will prevent maternal and infant 
mortality and morbidity. Second, community leaders made a plea that community 
members not be viewed as "empty vessels", but rather partners in the solving of 
health problems in their communities. They reiterated the critical ingredients for 
strong collaboration among stakeholders: respect, dialogue and cooperation. 
Hence, the chief recommendation of the community stakeholders for a possible 
scale-up of the program to others areas of rural Ghana was this: engage 
community members in all aspects of the program implementation. Community 
volunteers should be employed as the best agents to promote skilled attendants at 
birth, although their activities should be supervised to ensure that they do not acf 
beyond their scope of services. Such collaboration will maintain the confidence 
community members have for the health system and sustain the program. In their 
own words: 
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.... "Through this program I have come to realize that communities could also 
contribute to their health needs. I think community involvement is a key strategy in 
engaging communities to solve their own problems. We are ever grateful to the 
Ghana Health Service for this idea of bringing trained midwives to assist our 
women during delivery " (Elder, KNW District) 
..... "Community members are not "empty vessels" and so should be encouraged 
at all times to contribute to their health or development needs. The key issues are 
respect, dialogue and cooperation on the part of communities and health 
authorities to guarantee community involvement in health programs. " (TBA, 
KNE District) 
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Women utilization of the Skilled Delivery and Other Services provided by 
CHO-Midwives in Rural Communities of the Upper East region 
The findings of this section focus on women utilization of the skilled delivery and 
other health services in CHPS zones. 
Research Question 3 
To address Research Question 3, we addressed the following specific 
objectives: To determine the level of awareness regarding the role of CHOs 
as midwives among birthing women in community; 
• To determine the proportion of birthing women in the past three years who 
used the services of the CHO-Midwives for delivery; 
• To describe the reasons given by women for their choice of birth attendant; 
assess the level of satisfaction with skilled delivery services used, 
including those provided by CHO-Midwives and other health 
professionals; 
• To compare the social and demographic characteristics of women who 
were assisted by CHO-Midwives and those who were not assisted by 
CHO-Midwives during delivery; and 
• To identify factors associated with use and non-use of skilled attendants at 
birth (predictors of access/choice to utilize the services). 
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5 .21. Socio-Demographic Characteristics of Respondents 
A total of 407 women included in our sample, everyone responded to the survey. Of the 
407 respondents interviewed, 165 were from Bongo, 121 were from the KNE and KNW 
respectively. The response rate is possible in these three districts, as they are 
longstanding research sites for the Ghana Health Service and the Demographic Health 
Survey. 
Table 6 presents the socio-demographic characteristics of the respondents. Out of the 407 
respondents in the three districts, 44% were Frafras, 30% were Nankanas, and 24% were 
Kassenas. The average age of the respondents was 28 years. Forty- eight percent 
attended school, with over half (52%) never having attended school. Of those who had 
been to school, 59% attained primary education, whereas 35% and 6% had middle or 
junior high school education and secondary education, respectively. 
About two-thirds (64%) of the respondents were Christians, whereas slightly over a 
quarter (28%) practiced traditional religion and 9% were Muslims. Approximately 89% 
ofwomen were married, 7% single, 3% widowed and only 2% were cohabiting. Of the 
407 women interviewed, nearly half ( 49%) of their husbands had ever attended school 
and the other half said their husbands have never been to school. Of those whose 
husbands had schooling, 53% said their spouses only attained primary education, 24% 
obtained middle or junior high school education, and 22% received secondary education. 
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Half of the women reported residing less than 30 minutes' walk from a health facility, 
while 44% were living within 30 minutes to 2 hours walk from the health facility, and 5% 
of the women lived between 2 to 4 hours walk away from a health facility. 
Table 6: Socio-Demographic Characteristics of Female Respondents by District 
(the Kassena-Nankana East and West Districts and the Bongo Districts) of 
Northern Ghana, 2012 
Kassena- Kassena- Bongo All districts 





15-24 43 (35.5) 32 (26.4) 56 (33.9) 131 (33.3) 
25-49 21 (17.3) 31 (26.6) 41 (24.8) 96 (24.4) 
30-39 42 (34.7) 44 (36.4} 50_(30.3) 136 (34.5) 
40-49 15 (12.4) 14 (11.6) 18 (10.9) 31 (7.9) 
Religion 
Traditional 32 (26.4) 31 (25.6) 50 (30.3) 113 (27.8) 
Christianity 81 (66.9) 84 (70.2) 93 (56.3) 259 (63.6) 
Islam 8 (6.6) 6 (4.9) 22 (13.5) 35 (8.6) 
Ethnicity 
Kassena 34_{28.9) 67(55.4} 1_(0 .~ 97 (23.8) 
Nankana 82_(67.81 40 (33.11 O_(O.Ql 123 (30.2) 
Frafra 5 ( 4.1) 10 (8.31 163 _(98.8) 177(43.5) 
Other 2 (1.7) 4 (3.3) 1 (0.6) 7 (1.7) 
Marital status 
Single 12 (9.9) 5 (4.1) 12 (7.3) 29 (7.1) 
Living together 2 (1.7) 4 (3.3) 0 (0.0) 6 (1.5) 
Widowed 1 (0.8) 3 (3 .3) 7 ( 4.2) 11 (2.7) 
Married 106 109 (90.1) 146 (88.5) 361 (88.7) 
(87.6) 
Ever Attended School 
Yes 63 (52.1) 63 (52.1) 71 (43.0) 197 (48.4) 
No 58 (47.9) 58 (47.91 94_(56.9) 210 (51.6) 
Level of Women's N-=63 N=63 N=71 N=197 
Education 
Primary 38 (60.3) 35 (55.6) 43 (60.5) 116 (58.9) 
Middle/JHS 22 (34.9) 22 (34.9) 25_(35.21 69 (35.2) 
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Secondary 3 (4.8) 5 (7.9) 3 (4.2) 11 (5.6) 
Tertiary 0 (0.0) 1 (1.5) 0 (0.0) 1 (0.5) 
Husband School 
Yes 53 (49.1) 55 (30.6) 70 (39.6) 178 (48 .8) 
No 52 (48.1) 55 (30.6) 73 (40.6) 180 (49.3) 
Don't know 3 (2.8) 1 (14.3) 3 (42.9) 7 (1.9) 
Level of Husband's N=53 N=55 N=70 N=178 
Education 
Primary 34 (64.2) 25 (45.5) 41 (58.6) 100 (56.2) 
Middle/JHS 8(15.1) 18 (45.0) 14 (20.0) 40 (22.5) 
Secondary 11 (20.8) 12 (32.4) 14 (20.0) 37 (20.8) 
Tertiary 0 (0.0) 0 (0.0) 1 (1.4) 1 (0.6) 
Number of Children 
1 33 (27.3) 31 (25.6) 39 (23.6) 103 (25.3) 
2 24 (19.8) 14 (11.6) 39 (23.6) 77 (18.9) 
3 18 (14.9) 25 (20.7) 42 (25.5) 85 (20.9) 
4 23 (19.0) 27{22.3} 28 (16.9) 78 (19.2) 
5 16 (13.2) 17 (14.0) 14 (8.5) 47(11.4) 
6 7 (5.8) 7 (5.8) 3 (1.8) 17(4.2) 
Currently Employed 
Yes 112 (92.6) 119 (98.3) 112 (67.9) 343 (84.3) 
No 9 (7.4) 2 (1.7) 53 (32.1) 64 (15 .7) 
Occupation N=l12 N=119 N=112 N=340 
Housewife 22 (19.6) 9 (7.6) 18 (16.1) 49 (14.4) 
Farmer 48 (42.9) 58 (48.7) 54 (48.2) 160 _(46.6) 
Trader 27(24.1) 33 (27.7) 29 (25.9) 89 (25.7) 
Civil Servant 0 (0.0) 3 (2.5) 2 (1.8) 5 (2.6) 
Others 15 (13.4) 16 (13.4) 9 (8.0) 40 (11.7) 
Distance to Health 
Facility 
Less than 3 0 minutes 73 (60.3) 74 (61.2) 58 (35.2) 205 (50.4) 
30mins-2hrs 45 (37.2) 29 (23.9) 105 (63.6) 179 (44.0_) 
2hrs-4hrs 3 (2.5) 18 (14.9) 1 (0.6) 22 (5.4) 
4hrs-6hrs 0 (0.0) 0(0.0) 1 (0.6) 1 (0.2) 
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Table 7: Percentage of Females Who are Aware or Know about CHO-Midwives by District 
(the Kassena-Nankana East and West Districts and the Bongo Districts) 
of Northern Ghana, 2012 
Kassena- Kassena- Bongo All districts 
Characteristics Nankana East Nankana West 
N=l21 N=l21 
N=165 N=407 
Aware o(CHO in community 
Yes 113 (93.4) 101 (83.4}_ 163 _(98.7) 377 (92.9) 
No 8 (6.6) 20 (16.5) 2 (1.2) 29 (7.1) 
Services CHO provides 
Health Education 67 (59.3) 48 (47.5) 67 (41.1) 182 (48.2) 
Antenatal Care 46 (40.7) 53 (52.5) 96 (58.91 195 (51.7) 
Who provide delivery services in 
community 
CHO-midwife 113 (93.3) 103 (85.1) 123 (74.5) . 339 (83.3) 
CHO 2 (1.7) 10 _(8.31 21(12.7) 33 (8.1) 
Health Facility 1 (0.8) 1 _(0.8}_ 20_(12.1) 22 (5,4) 
TBAs 5 (4.1) 7 (5.8}_ 1 (0.6) 13 (3.2) 
Aware ofCHO-midwife skilled 
delivery services 
Yes 6 (75.0) 14 (77.7) 41 (97.0) 65 (97.0) 
No 2 (25.0) 4{22.2) 1 (2.4) 2 (3.0) 
Skilled care information from 
CHO-midwife 
Yes 89 (76.1) 89 (80.2) 84 (50.9) 262 (66.7) 
No 28 (23.9) 22_(19.8) 81 (49.1) 131 (33.3) 
Other Professionals at health 
facility 
Yes 48 (39.7) 65 (53.7) 110 (66 .7) 223 (54.8) 
No 73 (60.3) 56_(46.31 55_(33 .3) 184 (45.2) 
Radio 
Yes 32 (26.4) 18 (14.9) 10 (6.1) 60 (14.7) 
No 89 (73.6) 103 (85.1) 155 (94.0) 347 (84.3) 
Husband 
Yes 11 (9.4) 5 (4.3) 3 (1.81 19 (4.8) 
No 106 (90.6) 111_(95.71 162 (98.2) 379 (95.2) 
Friends 
Yes 38(31.4) 29 (24.0) 31 (18.8) 98 (24.1) 
No 83 _(68.6)_ 92 (76.0) 134_(81.~ 309 (75.9) 
Neil{hbors 
Yes 14(11.6) 13 (10.7) 21 (12.7) 48 (11.8) 
No 107 (88.4) 108 (89.2) 144 (87.21 359 (88.2) 
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5.22. Knowledge of CHO Services 
To assess the knowledge of respondents about the CHOs providing health services in the 
communities, we inquired about women's awareness of the program and where they 
obtained the information. Table 7 shows the results. Of the 407 respondents, an 
overwhelming majority (93%) had heard of the CHOs working in their areas. Of the 378 
respondents who reported having heard of the activities ofthe CHOs in their 
communities, little over half (52%) stated that the CHOs provide antenatal services. We 
asked respondents who they believed provides SBA services in their community. Most 
respondents (83%) reported that the CHO-Midwives provide delivery services; 8% 
mentioned the CHOs as the skilled delivery attendants, while others mentioned 
midwives/nurses, doctors in the health centers/clinics, and district hospitals; and only 3% 
reported the TBAs provide delivery services in their communities. Almost all the 
respondents had the information about the availability of skilled delivery services from 
the CHO-Midwives. 
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Table 8: Percentage of Females Who Received Supervised Delivery by District (the Kassena-
Nankana East and West Districts and the Bongo Districts) of Northern Ghana, 2012 
Kassena- Kassena- Bongo All districts 
Characteristics Nankana Nan kana 
East West 
N=121 N=l21 N=165 N=407 
Where delivered last child 
Home 42 (34.7) 26 (24.5) 19(11.5) 87 (21.4) 
TBA Home 2 (1.7) 1 (0.8) 0 (0.0) 3 (0.7) 
CHPS compound 34(28.11 46 (38.0) 83 (50.3) 163 (40.0) 
Health Clinic/Health Center 8 (6.6) 15 (12.4) 29 (17.6) 53 (13.0) 
Hospital 33 (27.3) 31 (25.6) 34 (20.6) 98(24.1) 
Others 2_(1.7) 2 (1.7) 0 (0.0) 3 (0.7) 
Who assisted with the delivery 
CHO-midwife 40(33.1) 52 (43.0) 78 (47.3) 170 (41.8) 
CHO 0 _(0.0) 3 (2.5) 5 (3.0) 8 (2.0) 
Health Personnel in Health facility 36 (29.8) 44 (36.4) 63 (38.2) 143 (35.1) 
TBA 9 (7.4) 7 (5.8) 5 (3.0) 21 (5.2) 
Older woman in the family 31 (25.6) 14(11.6) 9 (5.5) 54 (13.3) 
Others 5 (4.1) 1 (0.8) 5 (4.0) 11 (2.7) 
Reasons for whom you delivered with 
Family advice 
Yes 4 (3.1) 15 (12.4) 2 (1.2) 21 (5.2) 
No 117 (96.7) 106 (87.6) 163 (98.8) 386 (94.8) 
Health Professionals Advice 
Yes 46 (23.5) 47 (24.0) 103 (52.6) 196 (48.3) 
No 75 (35.7) 73 (34.8) 62 (29.5) 210 (51.7) 
Ensure safe deliveT)l 
Yes 63 (52.1) 80 (66.1) 78 (47.3) 221 (54.3) 
No 58 (47.9) 41 _(33.9) 87 (52.7) 186 (45.7) 
Good and quality care 
Yes 16 (13,2) 61 (50.4) 74 (44.8) 151 (37.1) 
No 105 (86.8) 60 (49.6) 91 (55.2) 256 (62.9) 
Respect accorded by practitioners 
Yes 1 (0.8) 20 (16.5) 0 (0.0) 21 (5.2) 
No 120 (99.2) 101 (83.5) 165 (100.0) 386 (94.8) 
Receive free delivery care 
Yes 11(9.1) 13 (10 .7) 2 (1.2) 26 (6.4) 
No 110 (90.9) 108 (89.3) 163 _(98 .8)_ 381 (93.6) 
Ensure safety of the child 
Yes 45 (37.2) 55 (45.5) 38 (23.0) 138 (33.9) 
No 76 (62.8) 66 (54.5) 127 (77.0) 269 (66.1) 
Transportation 
Yes 17 (14.0) 7 _(5 .81 0 (0.01 24(5 .91 
No 104 (86.0) 114 (94.2) 165 (100.0) 383 (94.1) 
Sudden birth 
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Yes 43 (35.5) 35 (28.9) 31 (18 .8) 109 (26.8) 
No 78 (64.5) 86 (71.1) 134(81.2) 298 (73.2) 
Main reason you delivered where you 
did 
Family Advice 0 (0.0) 2 (1.7) 1 (0.6) 3 (0.7) 
Health Professional Advice 16 (13.2) 11 (9.1) 58 (35.2) 85 (20.9) 
Ensure safe delivery 35 (28.9) 61 (50.4) 32 (19.4) 128 (31.4) 
Good and quality care 0 (0.0) 7 (5.8) 38 (23 .0) 45 (11.5) 
Respect a accorded by practitioners 0 (0.0) 3 (2.5) 0 (0.0) 3 (0.7) 
Ensure safety of child 22 (18.1) 3 (2.5) 2 (7.4) 27 (6.6) 
Sudden death 40(33.1) 28(23.1) 17 (20.2) 85 (20.9) 
Other 8 (6.6) 6 (5.0) 17 (54.8) 31 (7.6) 
5.23 . Use ofDelivery Care 
Table 8 presents reports of respondents about their place of delivery, who assisted with 
the delivery, reasons for giving birth at where they did, and for choosing to deliver with a 
particular practitioner. We also asked them whether they were satisfied with the place and 
person they delivered with, and who they prefer to assist them with future delivery. Of 
the 407 respondents, 40% delivered their last child at the CHO-midwife ' s compound; 
24% delivered in the hospital; 13% delivered at the health clinic/health center, 21% gave 
birth to their last child at home, and only 1% gave birth at the TBA's home. 
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Table 9A: Percentage of Females with Reasons for Delivering with CHO-midwife by District 
(the Kassena- Nankana East and West Districts and the Bongo Districts) of Northern 
Ghana, 2012 
Characteristics Kassena- Kassena- Bongo All districts 
Nankana Nan kana 
East West 
N=40 N=52 N=78 N=170 
Reasons for delivering with CHO-
midwife 
CHO-midwife advice 
Yes 28 (70.0) 38 (73.1) 37 (47.3) 103 (60.6) 
No 12 (30.0) 14 (26.9) 41 (52.6) 67 (39.4) 
Other Health Pro~ssionals advice 
Yes 20 (50.0) 28 (53.8) 34 (43.6) 82 (48.2) 
No 20 (50.0) 24 (46.1) 44 (56.4) 88 (51.8) 
Ensure Safe delivery 
Yes 33 (82 .5) 48 (92.3) 49 (62.8) 130 (76.5) 
No 7 (17.5) 4 (7.7) 29 (37.2) 42 (24.7) 
Received fre e deliver)! 
Yes 12 (30.0) 13 (25.0) 5 (6.4) 30(17.6) 
No 28 (70.0) 39 (75.0) 73 (93.6) 140 (82.4) 
Ensure Safety of the child 
Yes 27 (67.5) 25 (48.1) 34 (43.6) 86 (50.6) 
No 13 (32.5) 27 (51.9) 44 (56.4) 84 (49.4) 
Main reason for delivering with CHO-
midwife 
CHO-midwife advice 40 (40.0) 54 (47.0) 80 (41.6) 172 (42.3) 
Other health professionals advice 4 (4.0) 0 (0.0) 4(2.1) 7 (1.7) 
Ensure safe delivery 40 (40.0) 53 (46.1) 80 (40 .6) 171 (42.0) 
Baby overdue 4 (4.0) 1 (0.9) 25 (12.7) 30 (7.4) 
Ensure safety of the child 12 (12.0) 7 (6.1) 8 (3.6) 27 (6.6) 
Table 9A presents reasons for women delivering with the person they chose to deliver. 
Most women said it was mainly because they wanted to ensure safe delivery (54%), 
health professional advice ( 48% ), ensure safety of child (34%) and good and quality care 
(37%). The respondents, however, said the main reason for delivering where they did was 
to ensure safe delivery. 
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9B: Percentage of Females with Reasons for not Delivering with CHO-midwife by District 
(the Kassena- Nankana East and West Districts and the Bongo Districts) of Northern 
Ghana, 2012 
Kassena- Kassena- Bongo All 
Characteristics Nan kana Nan kana districts 
East West 
N=82 N=70 N=86 
N=238 
Reasons for not delivering with the 
CHO-midwife 
Normal Pregnancy 
Yes 3 (3.7)_ 17 (24.3) 0 (0.0) 20 (8.4) 
No 79 (96.3) 53 (75.7) 86 (100.0) 218 (91.6) 
Attitude of the Nurses 
Yes 1 (10.0) 9 (90.0) 0 (0.0) 10 (4.2) 
No 81 (35.5) 61 (26.8) 86 (37.7) 228 (95.8) 
No Transportation 
Yes 24 (29.3) 13 (18.6) 6 (7.0) 43 (18.1) 
No 58 (70.7) 57 (81.4) 80 (93.0) 195 (81.91 
First Pregnancy 
Yes 4 (4.9) 10 (14.3) 0 (0.0) 14 (5.9) 
No 78 (95.1) 60 (85.7) 86 (100.0) 224 (94.1) 
Taboos 
Yes 3 (1.2) 7 (10.0) 0.(0.0) 10 (4.3) 
No 79 (96.3) 63 (90.0) 86 (100.0) 225 (95.7) 
Health Professional Advice 
Yes 16 (19.51 21 (30.0) 19(22.1) 56 (23.5) 
No 66 (80.5) 49 (70.0) 67 (77.9) 182 (76.5) 
Sudden birth 
Yes 41 (50.0) 26 (37.1) 17(19.8) 84 (35.3} 
No 41 (50.0) 44 (62.9) 69 (80.2) 154 (64.7) 
Others 
Yes 16 (19.5) 18 (25.7) 47 (54.6) 81 (34.0) 
No 66 (80.5) 52 (74.3) 39 (45.4) 157 (66.0) 
Main reason did not deliver with the 
CHO-midwi.fr! 
Sudden birth 27 (44.3) 25 (56.9) 65 (79.3) 117 (62.6) 
Ensure safe delivery 34 (55.7) 19 (43.2) 17 (20.7) 70 (37.4) 
Table 9B presents reasons for women not delivering with the person they chose to 
deliver. Two-thirds of women said 'sudden birth' was the main reason they did not 
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Figure 1: Percentage Distribution ofFamale Respondents by Place of 
Delivery in the Three Districts of the Upper East Region, 2012 
Percent 
40 
CHPS Hospital Health Centre Home TBAs Others 
Compound 
Place of Delivery 
Figure 1 present the place of delivery of the respondents. Of the 407 respondents, 40% 
delivered in CHPS compounds, 24% delivered in hospitals, 21% reported given birth at 
home, 13% delivered in the health centers and only 1% delivered at the TBAs home or 
other places respectively. Nearly 80% of respondents reported that they delivered in a 
health facility. 
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Figure 2: Percentage Distribution of Famale Respondents by Person Who Assisted 
with Past Delivery and Person Preferred to Assist with their Delivery in Future in 

















Health Facility CHO TBAs Older Women Others 
Staff 
Persons who Supervised the Delivery · 
Figure 2 depicts the percentage of women who delivered with different practitioners in 
the three districts. The higher proportion of women (42%) delivered with the CHO-
Midwives relative to those who delivered with midwives in the health centres and district 
hospitals. Surprisingly, 13% of women delivered with older women and 5% with TBAs. 
Nearly 80% of women sought skilled delivery care at their last birth in twelve CHPS 
zones of the Upper East Region. Approximately 76% of the women said they will prefer 
to deliver with the CHO-Midwife in the future, whereas 20% intend to deliver with staff 
at the hospital or health center. Almost all the women prefer to deliver with a skilled 
attendant in future and this demonstrates the positive impact CHO-Midwives are making 
in skilled delivery care in rural areas. 
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Figure 3: Percentage Distribution of Women Respondents Satisified with the 
Place of Delivery, Services Provided and Person Who Provided the Services in 
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Figure 3 presents the level of satisfaction with the place of delivery, the services provided 
and the person who provided the services. The large majority of women were very 
satisfied with their place of delivery (84%), services provided (86%) and the person who 
provided the services (87%) in the three districts. Since the majority delivered with a 
skilled attendant, we might assume that most of those who were supervised by skilled 
attendants reported high satisfaction. 
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Table 10: Percentage of Females Who Were Involved in the Decision About Who Assisted 
During Delivery By District (the Kassena- Nankana East and West Districts and the Bongo 
Districts) of northern Ghana, 2012 
Kassena- Kassena- Bongo All 
Characteristics Nan kana Nankana districts 
East West 
121(%) 121 (%) 165 (%) 407 (%) 
Involved in decision on assisted you at 
delivery 
Myself 
Yes 103 (85.1) 100 (82.6) 119 (72.1) 322 (79.1) 
No 18 (14.9) 21 (17.4) 46 (27.9) 85 (20.9) 
Husband 
Yes 55 (45.5) 45 (37.2) 29 (17.6) 129 (31.7) 
No 66 (54.5) 76 (62.8) 136 (82.4) 276 (67.8) 
Mother 
Yes 19 (15.7) 15 (12.4) 14 (8.5) 48 (11.8) 
No 102 (84.3) 106 (87.6) 151 (91.5) 357 (87.7) 
Mother-in-law 
Yes 15 (12.4) 19 (15.7) 19 (15.5) 53 (13.0) 
No 106 (87.6) 102 (84.3) 146 (88.5) 354 (87.0) 
Father-in-law 
Yes 5_(4.11 8 {6.6) 9 (5.5) 22 (5.4) 
No 116 (95.9) 113 (93.4) 156 (94.5) 385 (94.6) 
TEA 
Yes 22 (18.2) 18 (14.9) 1 (0.6) 41 (10.1) 
No 99 (81.8) 103 (85.1) 164 (99.4) 366_(89.9) 
Health Professional 
Yes 12 (9.9) 22 (18.1) 96 (58.2) 130 (31.9) 
No 109(90.1) 99 (81.8) 69 (41.8) 277 (68.1) 
5. 23.1. The person involved with the decision about who assisted during the delivery 
In Table 10, we asked respondents about the person involved with the decision about who 
assisted them during delivery. Over three-quarters (78%) said they made the decision 
themselves, one-third noted that health professionals were involved in making the 
decision, and a similar proportion said that their husbands were involved with the 
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decision making process. Interestingly, only 13% noted that their mother-in-law played a 
role in the decision about who assisted with their delivery. 
Table 11: Percentage of females who received health education from the CHO-Midwives 
by District (the Kassena- Nankana East and West Districts and the Bongo Districts) of 
Northern Ghana, 2012 
Kassena- Kassena- Bongo All districts 
Characteristics Nankana Nankana West 
East 
N=121 N=l21 N=165 N=407 
Ever received health education 
Yes 106 (87.6) 106 (87.6) 162(98.18) 375 (92.1) 
No 15 (12.4) 15 (12.4) 3 (1.82) 32 (7.9) 
N=106 N=l06 N=163 N=375 
Education on importance of skilled 
care 
Yes 5 (4.7) 15 (14.2) 53 (32.5) 73 (19.5) 
No 101 (95.3) 91 (85.8) 110 (67.5) 302 (80.5) 
Breastfeedinf( 
Yes 80 (75.5) 68 (64.2) 105 (61.4) 253 (67.5) 
No 26 (24.5) 38 (35.8) 58 (35.6) 122 (32.5) 
Environmental Cleanliness 
Yes 55 (51.9) 54 (50.9) 59 (36.2) 168 (44.8) 
No 51 (48.1) 52 (49.1) 104 (63.8) 207 (55.2) 
Education on ANC 
Yes 27 (25.5) 48 (45.3) 91 (55.8) 166 (44.3) 
No 79 (74.5) 58 (54.7) 72 (44.2) 209 (55.7) 
Health talks on child care 
Yes 91 (85.8) 93 (87.7) 134 (82.2) 318 (84.8) 
No 15 (14.2) 13 (12.3) 29 (17.8) 57 (15.2) 
Family Planning Services 
Yes 12(11.3) 14 (13.2) 6 (3.7) 32 (8.5) 
No 94 (88.7) 92 (86.8) 157 (96.3) 343 (9(5) 
Personal hygiene 
Yes 87 (82.1) 87 (82.1) 62 (38.0) 236 (62.9) 
No 19 (17.9) 19 (17.9) 101 (62.0) 139 (37.1) 
Nutrition 
Yes (0.0) 5 (4.7) 19(11.7) 24 (6.4) 
No 106 (100.0) 101 (62.0} 144 (88.3) 351 (93.6) 
Table 11 shows results to our inquiry the kind of education they received from the CHO-
Midwives. The women were asked to mention all the different health issues the CHO-
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Midwives discussed with them. Of 375 respondents who received health education, 20% 
said the education was on skilled delivery care. About 68% cited breastfeeding as part of 
the education they received, 45% reported that they had education on environmental 
cleanliness, and about the same proportion learned about ANC. In the three districts, 85% 
of women have had health education on child care. Only 9% of respondents stated they 
had health education on family planning (FP). Slightly more than 60% of respondents 
stated they had health education on personal hygiene. Only 6% of women cited having 
received education on nutritional issues. 
Bivariate Analysis 
Table 12: Percentage Distribution and Bivariate Logistic Regression of Use of Health 
Professional at Delivery, by Selected Characteristics of 407 Women Household Survey, 
2012, Kassena-Nankana East, Kassena-Nankana West and Bongo Districts 




Value Pa OR(95% Conf Interval) 
Ethnicity *** 
Kassena (r) 86.6 1.00 
Nankana 60.2 0.23 (0.13-0.46) 
Frafra 87.6 1.09 (0.52-2.27) 
Other 85.7 0.93 (0.10-8.35) 
Husband 's Education *** 
Not Educated (r) 70.6 1.00 
Educated .86.5 2.68 (1.57-4.58) 
Husband 's Level of Education 
None (r) 74.4 
Primary 80.9 1.45 (0.83-2.54) 
Middle/JHS 87.0 2.29(1.67-4.67) 
Secondary 91.7 3.78(1.48-30.0) 
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Woman's Education *** 
Not Educated (r) 74.3 1.00 
Educated 83.8 1.78 (1.09-2.91) 
Women age group 
15-24 84.9 1.00 
25-29 76.0 0.62 (0.32-1.19) 
30-39 75.7 0.61(0.33-1.11) 
40-49 77.4 0.90(0.31-2.61) 
Woman's Level of Education 
None (r) 74.3 1.00 
Primary 80.9 1.46 (0.84-2.56) 
Middle/JHS 87.0 2.31 (1.07-4.96) 
Secondary 91.7 3.81(0.48-30.1) 
Employment Status 
No (r) 87.5 1.00 
Yes 77.3 0.49 (0.22-1.06) 
Type of Employment *** 
Housewife (r) 81.0 1.00 
Farmer 69.8 0.54 (0.28-1.04) 
Trader 86.4 1.49 (0.73-3.04) 
Marital status 
Single 79.3 0.85 (0.14-5.03) 
Married 78.8 0.82 (0.17-3.89) 
Widowed (r) 81.8 1.00 
Religion * 
Traditional 69.9 0.39 (0.14-1.08) 
Christianity 81.9 0.75 (0.28-2.04) 
Islam (r) 85 .7 1.00 
Distance 
Less than 30 Minutes (r) 78.5 1.00 
More than 30 Minutes 79.2 1.01(0.79-1.28) 
Number of Children 
1 86.3 2.06 (1.04-4.06) 
2 77.9 1.15 (0.60-2.23) 
3 76.5 1.14 (0.60-2.15) 
4 or more (r) 75.4 1.00 
Wealth Index 
Least Poor(r) 71.9 1.00 
Less Poor 76 .3 1.26(0.59-2.69) 
Poor 74.7 1.16(0.55-2.41) 
More Poor 85.4 2.29(1.03-5.1 0) 
Very Poor 83.9 2.03(0.94-4.42) 
P a refers to chi-square test for difference in distribution between those who used health professionals and 
those who did not. All P-values are 2-sided. *** Some of the characteristics are statistically significant 
with Pa<O.OOJ 
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Table 12 presents bivariate results of use of health professional at delivery by selected 
characteristics. As shown in Table 12, without controlling for other socio-demographic 
factors , ethnicity was associated with women's utilization of skilled attendants at birth. 
Women of the Nankana tribe were less likely to seek skilled delivery care compared with 
Kassena women. Women' s education and husband's schooling were negatively related to 
utilization of skilled delivery services. Women who had one child were more likely to 
seek skilled care at birth than women with four or more children. However, employment 
status, religious affiliation, number of children, marital status, the household wealth index 
and distance to health facility were not associated with women' s use of skilled attendants 
at birth. 
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M If . t A I . u Ivana e naiySIS 
Table 13: Odds ratios (with 95% CI) for the regression of women who sought skilled 
attendants at birth in the past three years, 2012 
Characteristics Modell Model2 Model3 
Ethnicity 
Kassena (r) 1.00 1.00 1.00 
Nankana 0.23 (0.12-0.46) 0.24 (0.11-0.50) 0.26 (0.12-0.58) 
Frafra 1.09 (0.52- 2.27) 1.20 (0.55-2.56) 1.56 (0 .64-3.82) 
Other 0.92(0.10- 8.35) 0.89 (0.1 0-8.36) 0.54 (0.91-3.16) 
Husband 's Education 
Not Educated (r) 1.00 1.00 
Educated 2.4 (1.28-4.43) 2.08 (1.08-4.03) 
Woinan 's Education 
Not Educated (r) 1.00 1.00 
Educated 1.28 (0. 70-2.36) 1.34 (0.68-2.62) 
Employed 
No (r) 1.00 
Yes 1.97 (0.50-7 .60) 
Type of employment 
Housewife (r) 1.00 
Farmer 0.49 (0.15-1 .60) 
Trader 0. 76 (0.21-2.69) 
Others 1.06 (0.28-4.08) 
Religion 
Muslim (r) 1.00 
Traditional 1.08 (0.54-2.14) 
Christian 1.72 (0.50-5.97) 
Age woup 
15-24 (r) 1.00 
25-29 0.55(0.21-1.29) 
30-39 0.62 (0.22-1.68) 
40-49 0.76 (0.19-3.01) 
Distance 
Less than 30 Minutes (r) 1.00 
More than 30 Minutes 0.89 (0.48-1.66) 
Number of Children 
1 0.73(0.24-2.17) 
2 0.57_(0.21-1.39) 
3 2.02(0.21- 8.02) 
4 or more (r) 1.00 
Log likelihood --192.36 --163.50 -153.91 
LR chi2 (dt) 35.04 45.76 50.86 
Prob> ch2 0.0000 0.0000 0.0001 
Number of Observations 407 358 345 
Notes: *p<O. 05; **p<O. OJ; ***p<O. 001. "r"- reference category 
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Table 13 presents the relationship between utilizing the skilled delivery services and 
selected social demographic factors. Tell us what variables in each model. How do they 
differ? The model1 shows that the Nankanas were less likely to have had skilled 
attendants at birth than the Kassenas (OR=0.23; CI. 0.12-0.46). There was no significant 
effect of the Frafra and 'other' ethnic groups on skilled attendants at birth. When we 
adjusted for women and husband's education in Model2, the Nankanas were still less 
likely than the Kassenas to have had skilled birth. Husband's education is related to 
utilization of skilled delivery at birth. The probability of women seeking skilled care at 
birth was positively related to their husband's schooling. Educated men were 2 times 
more likely to allow their wives to seek skilled delivery care compared with uneducated 
·men (OR=2.08; CI. 1.08-4.03). However, the level of education of the husband did not 
matter in this case. These findings further confirm the importance of ethnicity and 
husband's education as significant predictors of the use of skilled birth attendants. 
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Chapter 6: Discussion 
Our study points to the feasibility and early success of the integration of CHO-Midwives 
as skilled attendants in the CHPS zones in rural Ghana. The program appears to be an 
effective model for improving access and use of skilled attendants at birth in rural 
communities of the UER, Ghana. In addition, we found community members ' 
engagement in the program and use and satisfaction of the CHO-midwives' services to be 
high in CHPS zones. However, the results also point to challenges of the program, such 
as inadequate human resources; insufficient transportation; and infrastructure 
weaknesses, including drugs, equipment and logistics as problems challenging the 
delivery of the services. 
6.1. CHO-Midwifery training 
The midwifery training is a prerequisite for CHO-Midwives to legally practice midwifery 
in Ghana and the West African sub-region. The training is necessary to equip CHO-
midwife trainees with the requisite skills to provide skilled delivery services to women in 
rural communities. Our findings revealed that the CHOs midwifery training provided 
CHO-Midwives the requisite skills to provide skilled delivery services to women in rural 
communities, but lack the skills to manage and resuscitate adults. Although the trainees 
receive some training in these areas, the scarcely come across cases with such 
complications and eventually lose the skills since they do not practice. These findings 
contrast with a study of a comprehensive nursing (midwife) certificate program in 
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Uganda that revealed that midwives were poorly trained. 131 
Provision of Integrated Services 
The CHO-Midwives have been trained to offer a wide range of maternity care and other 
health services to women and their families in the CHPS zones. The CHO-midwives 
reported that they provide integrated services that include health education, antenatal 
care, skilled delivery, postnatal care, treat minor ailments, and participate in community 
durbars and other 'outreach' activities. The majority of community members knew that 
the midwives provided the above services. The CHO-midwives often provide the services 
alone in situation where they are the only providers in the community or with other 
CHOs if they are in a group. The CHO-midwives offering integrated services give them 
the opportunity to meet a wide range of people and address a wide variety of health 
problems. This offers the midwives the chance to come in contact with diverse 
community stakeholders to talk to them about the need for skilled delivery care. They 
also have the opportunity to address the basic health problems of women as well as their 
maternal health needs. The results revealed that integrating maternal care with other 
health care was feasible . However, entrusting many responsibilities into the hands of the 
CHO-midwives may likely make them overburdened and that may lead to 
underperformance. They may likely be able to perform well in providing some services 
than others because they have an array of health problems to tackle. 
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Provision of Skilled Delivery Services-Task Delegation 
Our results indicate that it is possible to train CHOs to provide skilled delivery services in 
rural communities. Ghana Health Services has been challenged by a dearth of adequately 
trained skilled birth attendants, and training of existing community health professionals 
as midwives represents task delegation, a strategy shown to be promising in other Mrican 
and Asian countries. In Kenya, for example, retired midwives recruited and trained to 
provide skilled delivery care to rural women in Kenya, resulting in a significant impact 
on skilled delivery coverage.63 In Mozambique medical assistants trained to perform 
surgical procedures in rural areas since 1984 helped improve surgical procedures in that 
country.61 The study by Fenton and colleagues also indicated that the use of 45 
anesthetists to conduct cesarean sections in 23 districts and two central hospitals in 
Malawi produced remarkable outcomes.62 In India, MBBS doctors were trained in 
Comprehensive EmOC services to provide the services in rural settings. And in Ghana, 
TBAs are being trained to provide delivery services in rural communities because of the 
few numbers of midwives in these settings. 64 The training of CHOs as midwives placed 
in rural Ghana is timely. Our results suggest that the strategy may be a way to improve 
access and utilization of SBA in rural areas throughout Ghana. 
Improve Antenatal Care 
Antenatal care promotes access and use of skilled delivery services. For example, an 
evaluation study on inequity in maternal healthcare services revealed that a number of 
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antenatal visits of women determined whether they will or will not use skilled attendants 
at birth. 70 Mrisho et al. (2009) also revealed that antenatal care can help link the health 
system and the community by encouraging women to deliver with a skilled attendant. 132 
Also, when women seek antenatal care that helps health professionals identify those at 
risk for prompt actions to avoid further problems or complications. 133 
Our findings revealed that antenatal attendance is very high in the region. The reasons 
could be availability and access to maternity services, health education and the services 
provided by CHOs and CHO-midwives and the active role communities play in the 
CHPS program. However, there is still the need for these professionals to intensify their 
education on the importance of antenatal attendance and skilled care at birth to encourage 
women who deliver at home to report to the health facilities on time for the services. 
Improve Skilled Delivery Coverage 
The CHO-Midwives are frontline providers in rural areas, who are sometimes called 
"doctors" because they are mostly the only or among the few providers of health care in 
rural communities. Their status as the only or among few providers and their proximity to 
rural communities offers them the chance to know and understand their clients/patients 
health problems and address them promptly. The midwives' activities in the communities 
are perceived as improving skilled delivery coverage in rural areas. 
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Reduce Maternal Mortality 
Historical evidence and social research have pointed to an association between skilled 
delivery care and maternal death and disability. 5• 42• 43 • 44• 45 • 46 In our discussions with 
health professionals and community stakeholders, many reported that CHO-Midwives 
have helped prevent maternal mortality in their communities by timely intervening in 
maternal cases that would have resulted in fatalities. The CHO-Midwives are considered 
crucial because they provide skilled delivery services or promptly refer pregnant women 
to the next level of care. 
6.1.2. Referrals 
The CHO-rnidwives conduct normal deliveries and refer pregnant women with 
complications such as prolonged labor, underweight and hypertensive women, and 
women with previous cesarean section or multiple births to the next level for care. Our 
study found that CHO-Midwives, by and large, refer pregnancy cases that are beyond 
their expetiise to the health centers or district hospitals for prompt care. We found a 
referral system, where transportation and other logistics are available to facilitate the 
referral. A strong collaboration between the CHO-midwives and the health providers at 
the district hospitals and health centres might have contributed to the referral of clients 
from CHPS zones to the next level. This facilitates easy transfer of pregnant women to 
the next level for care and boosts the confidence of communities in the health system to 
continue to send their families for care. Our results contrast with findings from rural 
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Niger that revealed that nurses were reluctant to refer patients to hospitals for fear of loss 
of power and respect. 136 
Our study reinforces the importance of not only training midwives well, but facilitating a 
strong collaboration between these midwives and staff of district hospitals/health centers, 
a strong referral system and a monitoring and evaluation system, all of which strengthen 
prompt referral of cases that are beyond the expertise of these midwives. 
6.1.3. Incentives for health workers 
Financial and non-financial incentives are a sure way of improving motivation and 
performance of health workers. 129' 137 In our study, key informants mentioned that the 
CHO-Midwives are given 10% of funds generated from every birth to motivate them to 
continue to provide the services. Our study also revealed that CHO-Midwives received 
non-fmancial incentives such as "respect" and "recognition" by community members, 
paid leave, training, promotion and feedback from supervisors. The Government of 
Ghana collaborated with other partners to institute a fund for skilled delivery care to 
enable women access maternity services. Skilled delivery is, therefore, free for pregnant 
women; but the government pays the health sector for every delivery conducted. The 
arrangements give the CHO-Midwives some financial incentive but may not be 
sustainable if government support ends or is reduced. Women in rural areas might not be 
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able to afford the delivery fee and CHO-Midwives may no longer have financial 
incentives to enhance their service delivery. 
In Kenya and other East and Southern African countries, health facilities used financial 
incentives to motivate their staffto continue to stay and work in the public sector. 138 
Kenya health authorities also provided non-fmancial incentives such as paid leave and 
overtime pay, access to house or car loan facilities, transport, entertainment, hardship, 
responsibility, special duty and uniform allowances to their highly skilled sector workers 
for high performance at work. 138· The non-fmancial incentives compared to the financial 
ones are more sustainable because some ofthese incentives do not cost or even if they do, 
they have already been instituted by the health system and communities to motivate 
health staff for best work performance. 
Although financial incentives have been considered vital in motivating health workers for 
optimum work performance, Scott et al (20 11) reported that there are not enough 
evidence-based programs to justify whether financial incentives could improve primary 
health care. Thus, health providers should be cautious about implementing such 
schemes. 139 Iipinge et al (20 11) also expressed fears of how non-financial incentives are 
introduced, managed, monitored and evaluated and the kind of scheme and logistics 
. d . 1 . f h h 140 reqmre to support 1mp ementatwn o t ese sc emes. 
It is important that CHO-Midwives are motivated, as they encounter hazards in the 
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communities and must make the sacrifice of leaving their families to work in rural 
settings. 
It is necessary for health officials and community stakeholders to inquire about how the 
Ghana Health Service implemented and evaluated the incentives to midwives and to 
assure that such schemes are conducted in a way to benefit the midwives for optimum 
work performance. 
6.1.4. Overall Success of the program 
The aim of the skilled delivery care in rural areas is to ensure that every woman has 
access to the services during birth. It is also to ensure that women and their infants are 
safe during and after delivery. We found that CHO-Midwives activities in the 
communities have improved the number of skilled deliveries, health education, antenatal 
attendance, postnatal care and reduce maternal deaths in rural communities. 
6.1.5. Challenges ofthe skilled delivery program 
Health professionals and community stakeholders mentioned a number of challenges 
facing the program. Above all, there are many aging midwives in the system, who will be 
going on retirement soon. In addition, there are inadequate numbers of midwives in the 
health care system, too few tutors for the midwifery training school. The midwives have 
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experienced challenges that include heavy workload due to personnel shortages: The 
training of midwives for the program is slow coupled with attrition of some of the already 
trained midwives to other countries in search for jobs with better salary conditions. 
Consequently, this phenomenon has created a wide gap between the demand for 
midwives in rural communities and the supply of trained midwives in the country. 
Nearly all the CHO-midwives reported that they were not well trained in the management 
of cord prolapse and the majority said they could not provide newborn resuscitation, adult 
resuscitation/management and management of prolonged labor. The midwife supervisors 
confirmed that the midwives were not adequately trained in those skills. The fmdings also 
revealed that there were lack of long arm gloves or surgical gloves, ambu bags, manual 
vacuum aspirators and transportation to aid in the provision of the services and referral of 
clients to the next level. Long arm gloves are desirable to limit the chances of infection 
such as HIV and hepatitis, but the Ghana Health Service does not make these types of 
gloves available to staff for service delivery. Mills and colleagues (2007) and Abdul et al 
(2009) also reported that lack of long arm gloves or surgical gloves, ambu bags and 
manual vacuum aspirators, transportation and inadequate drugs are obstacles to providing 
and accessing health care in Ghana and Yemen respectively, 75'90 
The midwives and the tutors complained of inadequate tutors in the Bolgatanga 
Midwifery Training School. In Ghana many training institutions are confronted with 
shortage of tutors, particularly in deprived regions where health professionals often do 
not wish to reside. Although many schools employ teachers on part-time basis and 
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engage the services of good past students as teaching assistants, the problem persists. 
This problem may continue because the Ministry of Health has not instituted incentive 
. packages to attract tutors to deprived areas. Also the Ministry has not explored the 
possibility of sponsoring people from the various localities for graduate and post-
graduate courses, who will return to teach in midwifery training schools in their regions. 
Poor accommodation for midwives and other staff in the CHPS centers, lack of delivery 
and resting rooms for pregnant women and nursing mothers, lack of toilet facilities, 
bathrooms, electricity and water in some CHPS centers are hindering the provision of 
skilled delivery services in rural communities. The Ghana Health Service started the 
CHPS program with the aim of offering basic healthcare to rural families, but if the 
midwifery program is added to CHPS, that will involve expanding the infrastructure to 
cater for these services. In our study, we found that there are few, if any, ambulances to 
convey pregnant women from remote villages to the health centres or district hospitals. 
The health officials, CHO-midwives and community members stated that the 
insufficiency of transport is a major barrier to SBA in these villages: This weakens the 
referral systems and puts pregnant women and nursing mothers at risk of death or 
disability and that might reduce the confidence communities have on the health system. 
These findings are similar to those of Pearson and colleagues (2005), who reported 
infrastructural constraints, such as inadequate staff quarters, referral system, 
communication, and social amenities that include water and electricity to provide basic 
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emergency obstetric services in health facilities in Kenya, Rwanda, Southem Sudan and 
Uganda. 91 A study on infrastructural capacity in Yemen revealed that 5 facilities out of 
20 had no labor room. 90 A study in Ethiopia also found that many women die while 
waiting for transportation or in the process of being transported to first referral level 
facilities because of the inadequacy of emergency transportation.141 
In addition to infrastructure and transportation challenges, community-sanctioned 
customs and taboos that prohibit visiting health facilities for care stand in the way of 
SBAs for few pregnant women and their unbom babies. 
The findings also indicate that the attitude of some nurses towards their clients/patients is 
abysmal, which prevent some pregnant women from seeking skilled delivery services. 
The reason may be the pressure on these midwives to provide a wide range of services all 
alone. Also, the inability of the Ghana Health Service and communities to offer them 
enough motivation to sustain their momentum to continue to provide the services to the 
best of their ability could also be a major contributory factor for their behavior. In 
addition, some midwives bad attitude may be inbom or cultivated, which might have 
contributed to their behaviors towards their clients/patients. Mills also reported the 
attitude of nurses as a major barrier to women accessing skilled delivery services. 81 
The CHO-Midwives are in CHPS compounds providing integrated health services 
including midwifery in rural areas. They have successfully collaborated with community 
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members and NGOs to bring health services to the doorsteps ofthe people and the 
program has achieved remarkable results in skilled care at birth. However, the 
Government of Ghana and the Ghana Health Service could address the challenges above 
for better service delivery. 
6.2. Community Participation 
This study reinforced and elaborated on findings of numerous studies set in sub-Saharan 
Africa (and elsewhere) showing the significant contribution community members make 
to success of community health programs. 100' 101 , 142•143' 144Several other authors from South 
Africa, Burkina Faso, Tanzania, and Peru have written previously about the decisive role 
communities play in increasing skilled attendants at birth and reducing maternal deaths in 
rural areas. 102• 142•143•144 Haines et al demonstrated how community health workers 
contributed to high child survival coverage and other health programs that improved 
health outcomes. 103 
An important aspect of the CHPS program that helps to strengthen community 
participation in the CHPS zones is community entry and sensitization. Community entry 
is the process of introducing a program to community leaders, which offers a platform for 
dialogue and support for implementing the program.4' 110 Community sensitization process 
involves meeting with community members through durbars to discuss a new program 
and ask for their views and involvement in implementing the program. 110 A durbar is a 
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gathering of community members for a discussion pertaining to their health or other 
development issues. 110 The CHO-Midwives and the other health officials followed the 
process of community entry and sensitization before engaging community leaders and 
other community members in the skilled delivery program. In Ghana, community entry 
and sensitization are integral parts of introducing dialogue and encouraging community 
involvement in health programs. These strategies have played an important role in 
establishing the CHPS program and engaging community residents in health programs in 
rural areas: Through CHPS, community stakeholders contributed in various ways to the 
design and implementation of the program. 
6. 2.1. Traditional Birth Attendants 
TBAs have been an integral part of the health system in Ghana. TBAs were initially 
trained to provide delivery services in rural communities to augment the work of the few 
skilled professionals in the system.40• 36 WHO suggested that where there are sufficient 
skilled professionals, TBAs should assist the health professionals by referring their 
clients to them for skilled services.41 The advent of the CHPS program in rural 
communities strengthened the collaboration between TBAs and health professionals for 
the former to refer their clients for skilled attendance at birth. Our study found trained 
TBAs refer or accompany their clients for skilled care, which is in contrast with a study 
on the impact of TBAs on delivery complication in Ghana that revealed that trained 
TBAs are not likely to refer their clients for skilled delivery services.40 Some TBAs are 
being trained by the Ghana Health Service to provide delivery services to women in areas 
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where access to trained midwives were non-existent. Our findings revealed that TBAs do 
refer or accompany their clients to CHCs for delivery services. This is in line with the 
findings that if health workers are trained to collaborate with TBAs, the latter refer or 
accompany many more pregnant women to health facilities for skilled delivery care. 145 
Skinner and Rathavy (2009) reported that community participation helped to improve 
TBAs referrals.146 Yousuf et al (20 11) also reported that a trained TBA will refer a 
pregnant woman for skilled delivery care after experiencing complications. 148 Our study 
is consistent with our findings that some TBAs will only refer when there are 
complications. At present, the Ghana Health Service is sending trained midwives to rural 
communities and the roles and responsibilities of TBAs are being redefined. In many 
instances, community members had to contribute to transport the TBAs and the pregnant 
women to the CHCs for skilled care, and that could have motivated the TBAs to continue 
to refer or accompany their clients for the skilled delivery services. Also, the "respect and 
"recognition" community members accorded TBAs for their role in the skilled delivery 
program might have served as an incentive to them. Likewise the incentives the CHO-
Midwives give to the TBAs could also be a motivational factor for referring their clients 
for skilled delivery. Communities' accessibility to the CHPS centers and availability of 
trained professionals might have contributed to the TBA referring or accompanying their 
clients for maternity services. Abbey et al (20 11) reported that collaboration between 
TBAs and health workers coupled with community participation and easy access to 
health services could improve skilled attendance at birth.144 
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However, some TBAs continue to practice for a living or for traditional, cultural and 
financial reasons. In some instances, traditional healers have partnered with the health 
sector to provide health services in communities. 148For instance, in Mozambique, 
Uganda, and South Africa, traditional healers were given the opportunity to counsel their 
clients in HIV prevention and cure and in Malawi, Uganda and Tanzania trained healers 
were actively involved in providing health education. 148 In the same vein we could assess 
the feasibility of using TBAs, who provide delivery services for cultural reasons to 
provide health education to pregnant women and their families and also refer their clients 
for antenatal, skilled delivery and postnatal care. 
6.2.2. Community Volunteers 
Community voluntarism is an essential part of health systems in Ghana. Volunteers have 
been used in a number of programs ranging from small to large scale initiatives to 
compensate for the severe shortages of health professionals and to offer communities the 
0 
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volunteers took part in a range of health activities in the communities, including weighing 
of children, drug administration, health education as well as referring or accompanying 
pregnant women to the CHCs for skilled delivery services. The basic criteria for selecting 
volunteers were their good attributes that include good character, spirit of voluntarism, 
diligence, trustworthiness and honesty. This personality attributes might have been 
borrowed from the traditional system, where communities put a premium on good 
character and in most instances rewards good behaviour. 149 Selecting the right people to 
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occupy the volunteer positions likely contributed to the critical role the volunteers played 
in promoting skilled attendants at birth in rural areas. CHO-midwives offering incentives 
to volunteers could have contributed to their active role in referring or accompanying 
their clients for maternity services. Much previous research also underscores the 
contributions of community health volunteers to healtH programs. 13' 92, 93, 94, 95, 98,99 
The supervision of volunteers is also crucial to ensure that they operate within the scope 
of their expertise. The Ghana Health Service only identifies and rewards trained TBAs 
and volunteers, who refer or accompany pregnant women for skilled delivery, but the 
question is what happens to the other key players such as the untrained volunteers, TBAs, 
and older women and mothers-in-law, who also provide delivery services in rural 
communities? It is necessary for health professionals to identify all stakeholders, who 
provide the services and involve them in educating pregnant women to seek skilled 
delivery care. These stakeholders, if identified and motivated could be "agents of change" 
by actively participating to reduce maternal and infant mortality and morbidity in Ghana. 
Another significant concern is how to sustain the interest of these key players to ensure 
their active involvement. 
6.2.3. Incentives for trained TBAs and community health volunteers 
Varied attempts have been made to motivate trained TBAs and health volunteers for their 
services in rural communities. Our fmdings indicated that health volunteers were 
delighted that community members recognize and respect them for their contribution 
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towards the skilled delivery program. The health authorities also gave trained volunteers 
bicycles to help them provide the services. In almost all the communities, the CHO-
Midwives used a percentage of funds generated from the deliveries to purchase soap to 
motivate women who delivered in health facilities and for trained TBAs and health 
volunteers, who accompanied pregnant women to the CHCs for skilled delivery care. In 
some communities, volunteers were given fmancial incentives for referring pregnant 
women for skilled delivery services. However; in our study some volunteers complained 
that they were never compensated for their services. In an earlier study in Kassena-
Nankana, Nkwanta and Abura Asebu Kwamankese Districts, we found that volunteers 
were assisted on their farms or house chores for rendering services to their 
communities. 150 Incentives for volunteers and TBAs should be in accordance with the 
traditional tenets of the people and inexpensive to sustain the program. 36' 151 Incentives 
for volunteers and TBAs should be a collective effort between health professionals and 
communities. 152 This is necessary to ensure that communities contribute to the welfare of 
these volunteers to guarantee the continuity ofthe program. 
Incentive schemes are found to be reliable in improving motivation and performance of 
health workers in the health system129' 153 and incentives has been found to positively 
influence the efficiency of public health centers in Ghana. 154 Nevertheless, remunerating 
community health workers is sometimes complicated. 155 In many parts of the world, 
community volunteerism is short-lived because volunteers usually expect compensation 
for their work, but in most instances the communities they work for are very poor and 
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cannot afford these incentives. 155Not every compensation must be in cash or gifts, thus 
communities could assist their volunteers in diverse ways but the incentives must be 
culturally appropriate. 
6. 2. 4. Men 's and Women 's Groups 
The Ghana Health Service and communities engaging men and women' s groups ' in the 
skilled delivery program in rural settings is vital because their active participation has a 
far-reaching impact on the program. The findings revealed that women's groups provided 
health education in rural communities: women's groups assisted in counseling nursing 
mothers, especially first time mothers on breastfeeding and personal hygiene. This role 
has been played traditionally by older women because they have been considered 
repositories of knowledge in society.86 Men's groups were also formed and mandated to 
encourage women to utilize maternity services in the communities. If the Ghana Health 
Service succeeds in getting men involved in the skilled delivery program, they will help 
to promote skilled delivery, thereby improve the coverage and reduce maternal deaths 
and disabilities in rural communities. However, we found that in some communities these 
groups are yet to be formed, pointing to a need for an opportunity for future efforts. 
6. 2. 5. The traditional leaders: chiefs and elders 
Chiefs and elders wield considerable influence in their co:mrtlunities. They are heads of 
the traditional set up and therefore mediate, arbitrate and supervise development 
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programs in their areas of jurisdiction. The traditional leaders contribute significantly to 
execute the CHPS program because they serve as development advisors by soliciting 
community support and cooperation for the implementation process. They also serve as 
philanthropists by donating land and logistics for constmcting the CHCs, organizing 
community members for communal labor and contacting health authorities for assistance 
in building the CHCs. Some of the traditional leaders also sanctioned women and their 
families, who refused to deliver with the CHO-midwives. In most cases, the leaders 
informed community members to attend meetings and contributed to the discussions at 
durbars. We believe that community participation was vibrant as a result ofthe active 
involvement of these traditional leaders. 
In most instances, traditional leaders initiated the activities of the CHPS program before 
other community members got involved. In UER; traditional leaders are the highest 
decision makers, who initiate and preside over development projects in their localities. 
Therefore, it came as no surprise that these leaders contributed both human and financial 
resources to the CHPS program. This is consistent with a study on ANC coverage and 
skilled attendance in rural Tanzania that revealed that the Maasai and the Watemi 
families would not gladly go for skilled delivery without the approval of the traditional 
leaders. 156 Houston et al (2009) stated that traditional leaders could change the attitudes 
of communities through their actions; hence they should be asked to play the role of 
change agents. 142 Traditional leaders, therefore, are potential "agents of change" for the 
skilled delivery program and can be engaged at every level of the program 
implementation. 
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6.2.6. The Political leaders 
The political leadership played a key role in implementing the maternal health program. 
The government introduced a policy of free medical care for pregnant women under the 
National Health Insurance Scheme, aimed at offering rural women the opportunity to 
seek SBAs. The majority of women in rural areas have already benefited from this 
initiative. 108 Also, the CHPS program relied heavily on the District Assemblies for 
support to construct the CHCs and mobilize communities for health programs. The 
District Assemblies built some of the CHCs for the CHPS program and provided tipper 
trucks to carry sand for constructing other CHCs. They also constructed boreholes for 
clean and safe drinking water for the midwives and connected some of the CHCs to the 
national electrification program. In many instances, the Assembly Members organized 
communities for health talks and also presided over the durbars. It is important that the 
government is investing in health care, which confirmed their commitment to the skilled 
delivery program. As part of their shared responsibility, the Government of Ghana 
through the District Assemblies-Local Government at the grassroots level- support 
health programs. 
The former first lady, Dr. Ernestina Naadu Mills, in her speech at an advocacy forum on 
the Campaign for Accelerated Reduction of Maternal Mortality in Africa (CARMMA), 
underscored the need for Ghana to accelerate the attainment of all the Millennium 
Development Goals, particularly Goals 4 and 5, and reiterated political commitment to 
improving maternal health. "/am here for policy dialogue, advocacy and community 
194 
social mobilization to enlist political commitment and increased resources as well as 
societal change in support of maternal health " .157 According to Donnay, safe 
motherhood could be taken seriously if there is political will and if implementing partners 
coordinated and cooperated at all levels of their programs implementation. 158 Our study 
informs us about the importance of political involvement in the skilled delivery program 
and other health programs, and confirms the need for the Ghana Health Service to 
continue to involve the District Assemblies in the design, implementation, evaluation and 
dissemination of health programs. 
The integrated CHPS program is one of many public health interventions of the Ghana 
Health Service in the country that, by design and in practice, relies on community 
engagement for its implementation, widespread use, an'd ultimate success. As such, our 
study has shown that such mutual collaboration and engagement is possible. Community 
leaders, trained volunteers, TBAs, and other female and male members have all been 
instrumental in their own unique ways to the success of the program in UER. Traditional 
leaders have provided land and labor for the building of the CHCs and collaborated with 
CHO-Midwives to provide health education and information to rural communities. 
Political leaders have also constructed some of the CHCs and provided building materials 
for the building of others. The assembly members have often presided on health programs 
at durbars. TBAs and volunteers have collaborated with the CHO-Midwives by referring 
or accompanying their clients to the CHCs for skilled care at birth, and they provide 
health education to promote skilled attendants at birth. These volunteers have been 
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motivated by both financial and non-fmancial incentives for their active engagement in 
the program. Overall, community members and health professionals appear to be 
demonstrating the key lessons of collaborative work: respect, dialogue and mutual 
cooperation. 
6. 2. 7. Impact on health 
Health professionals in a collaborative effort with communities provide skilled delivery 
care to pregnant women to prevent injuries or death of women during delivery. Key 
stakeholders told us repeatedly that women no longer suffer complications or die during 
delivery in rural areas because of the presence of the skilled attendants coupled with 
community involvement. While we need further evaluation to understand the extent to 
which community participation has impacted on maternal mortality and morbidity in the 
CHPS zones, based on the results of our study, we can conclude that community 
mobilization is a significant strategy for improving maternal health in Ghana. The 
presence and services of the midwives in villages coupled with community active role in 
the program has improved the use of skilled attendants at birth and averted deaths that 
would have occurred in the hands of untrained attendants. The CHO-Midwives and 
community volunteers also provide women and children with the necessary medicines, 
and advise them on their nutritional needs to keep them healthy. These results are 
consistent with fmdings from an evaluation of community participation in a skilled 
delivery program in the UER that showed that in areas where community-based agents 
assisted in supervised delivery, the percentage of deliveries significantly increased and 
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institutional maternal mortality reduced. 159 Findings from Burkina Paso also revealed that 
community mobilization could help reduce maternal and perinatal deaths. 143 
6. 2. 8. Challenges 
The main barrier to skilled attendance at birth was accessibility. Although CHPS brings 
health services to the doorsteps of the people, some communities are very remote and far 
from the CHCs, hence those affected expressed that CHCs be built in their areas to help 
them access health care. Though the ideal is to establish a CHC in every village, the cost 
involved in bringing that about makes the idea impracticable in the short run for the 
government. It is not practical to put a CHC in every village, but it is possible to make 
health services available and accessible to most rural communities. 
Skilled delivery care is free, but community members who reside far from the CHCs, 
cited transportation as reasons for not accessing maternity services: the long distance to 
the health facilities and the unavailability of public transport in remote communities is a 
major obstacle for use of professional delivery services. In rural Ghana, the common 
means of transportation is the bicycle, which is inappropriate for conveying pregnant 
women to health facilities for delivery care. In most rural communities both public and 
private vehicles are rarely available or ply these routes because they are not motorable 
and also due to non-availability of enough passengers to encourage commercial drivers to 
pass through these villages. This contributes significantly to the challenges communities 
faced in conveying pregnant women to health facilities for maternity services. 
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Community members, who have motorbikes, sometimes manage to carry pregnant 
women to health facilities for the services at a risk because these motorbike riders usually 
do not have safety measures to protect themselves and their passengers. Mills and 
colleagues (2007) and Abdul et al (2009) also observed that lack of transportation and 
inadequate medicines are obstacles to accessing health care in Ghana and Yemen 
respectively. 75' 90 
However, evaluation of a program on transportation for maternal emergencies in 
Tanzania demonstrated how the participatory problem solving approach helped to 
empower communities to solve their transportation problems. Cooperative for Assistance 
and Relief Everywhere (CARE) and the Centers for Disease Control and Prevention 
(CDC) worked to build the capacities of villagers to establish their own transportation 
systems that became a success. 160 Therefore we believe that any collaborative efforts 
among the Ghana Health Service, NGOs and rural communities could generate 
innovative ideas to address the transportation problem. 
Some communities mentioned inadequate medicine in health facilities as a reason for not 
accessing care, but other communities had no problems with medicine shortages. The 
health officials also indicated regular supply of medicine to CHPS compounds. 
The reasons for the shortage of medicines in some CHPS compounds might be due to late 
requisition for medicines by the CHO-Midwives and other health professionals and 
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delays in supply of the medicine by the Central Medical Stores. The Ghana Health 
Service guaranteeing regular supply of medicines to CHPS compounds is very crucial for 
efficient and effective service delivery and the success of the skilled delivery program 
and other health programs in CHPs zones. After all, rural communities can only build 
their trust in the system, if they may well access basic services including medicines for 
their health problems. 
6.3. Women Utilization of the Skilled Delivery Services 
In this study, we set out to examine women's knowledge, attitudes, and utilization of 
skilled delivery services in their rural communities. We gained self-reports on the place 
of delivery, persons who assisted with the delivery, and satisfaction with the services. We 
analyzed the association between utilization of skilled delivery services with 
characteristics of the women and their families, including age of the woman, marital 
status, religious affiliation, ethnicity, education level of the woman and her husband, 
number of children and distance to health facility. 
6. 3.1 . Knowledge and practice of the skilled delivery program 
Ninety percent ofwomen knew ofthe presence of a CHO in the community and a 
significant proportion (83%) of women knew that the CHO-midwife provide skilled 
delivery services in the communities. The majority of the women heard about the 
activities of the CHO-Midwives through the midwives themselves or other health 
199 
professionals in the system. Health education coupled with availability of midwives and 
access to health facilities improved the number of skilled deliveries in CHPS zones. 
However, there is still the need for more awareness ofthe program and the work of CHO-
Midwives in the three districts, as 18% of the women reported that they delivered with 
older women and TBAs in the communities. The reasons could be lack of motivation or 
knowledge about the risks of unskilled delivery among the older women, TBAs and the 
women who seek the services. Some of the respondents mentioned that mothers-in-law, 
older women and husbands decided the professionals who assisted them during delivery. 
Older women continue to play a significant role in delivery care because they are seen as 
people with considerable knowledge and experience to advice younger ones on maternity 
care. On the other hand, husbands as heads of households make important decisions that 
include maternity care on behalf of their families . Consequently, older women, mothers-
in-law, and husbands should be targeted with health education to empower them to make 
informed decisions about delivery care and the need to encourage pregnant women to 
seek skilled care at birth. These findings are consistent with fmdings from rural Gambia 
that revealed that older women decided whether or not younger ones delivered with a 
skilled professional and their decisions are usually fmal. 85 Mills (2004) also reported that 
among the Kassena-Nankana, the compound head or the husband decides the place of 
delivery of pregnant women.81 
It is important to note, however, that despite these challenges, almost all the women in 
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our study stated that they would like to deliver in a health facility and with a CHO-
midwife in the future. Our findings make it clear that rural women attach great value to 
the CHPS/CHO-midwifery program. 
Utilization of the Skilled Delivery Services 
Ghana is committed to achieving the MDGs 4 & 5 and has given special attention to 
reducing maternal mortality in health facilities over the past two decades. The Ghana 
Health Service now considers the death of a mother in childbirth to be a national tragedy 
in health facilities. 124 Policies on free maternal care and the NHIS resulted in an increase 
in access and use of health services overall, and our fmdings show that the training and 
deployment of CHO-Midwives to rural areas in the UER have increased access and use 
of skilled delivery services and other services in rural settings. Our survey of 407 mothers 
revealed increased access to SBA since CHO-Midwives were trained. From April2009-
March 2012, 79% of the 407 births in twelve CHPS zones of the three districts were with 
a SBA; and over half of these SBA births (42%) were by CHO-Midwives. Prior estimates 
from the Demographic Health Survey suggest that approximately 42% of women in 
Ghana's rural areas gave birth with a SBA in 2008. 11 
6. 3. 3. Multivariate Association between skilled attendants at birth and some socio-
demographic factors 
Ethnicity appears to be significantly related to skilled delivery at birth. The Nankanas are 
less likely to have skilled delivery at birth compared to the Kassenas after controlling for 
other socio-demographic factors. There was no significant effect of the Frafra and 'other' 
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ethnic groups on skilled attendants at birth. The higher odds of the Nankanas not 
receiving skilled attendants at birth might be due to lack of transportation to distant health 
facilities and sudden births at home or on the way to the health facility. It could also be 
due to advice from mothers-in-law, older women and husbands or ingrained traditions 
that are not favorable to skilled delivery. Thus, the difference in health education and the 
support systems that exist in the different communities could have contributed to the 
differences in health seeking behavior of pregnant women in these communities. 
These fmdings are consistent with results from previous studies that revealed the 
significant role ethnicity plays in influencing women's decision to seek skilled care at 
birth. In Addai's study in Ghana, a higher proportion ofFantes and other Akan women 
sought skilled attendance at birth compared with Ewes, Guans, and women of northern 
tribes. 76 A comparative study on equity and maternal health revealed a substantial 
difference for skilled delivery care among ethnic groups in Kenya and Ghana. In Kenya, 
71% of the Kikuyu tribe delivers with a skilled birth attendant compared with 27% of the 
Mij ikenda!Swahili tribes. 87 
Husband's education is independently related to women decision to have skilled delivery 
at birth. Specifically, after controlling for other variables, women whose husbands lacked 
education were less than half as likely to deliver with skilled birth attendants as their 
counterparts. In our study, husbands were not necessarily the sole decision-makers, yet 
they still play an important role in the decisions surrounding birth. They play a significant 
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role in the decision making process about the health of their families and sometimes their 
decisions are final. Husbands are mostly family heads with the absolute power to make 
decisions about their families' welfare and that power to take decisions extends to 
maternity care. Mills (2004), in his study in the Kassena-Nankana District, found that the 
decision about the provider who assist with a delivery is the exclusive duty of the 
compound head, who is usually the senior male in the family or the husband of the 
woman.
81 
The CHPS experience suggests that trained CHO-Midwives can significantly improve 
communities' access and use of skilled delivery services and other services in rural 
Ghana As SBA's, they also increase referrals of life-threatening maternal cases to district 
hospitals or health centers/clinics for prompt care. 
In summary, the CHO-midwives have successfully been trained to offer a wide range of 
maternity care and other health services to women and their families in the CHPS zones. 
Community members know that the midwives provide health education, antenatal care, 
skilled delivery, postnatal care, treat minor ailments, and participate in community 
durbars and other 'outreach' activities. CHO-midwives uniformly value the opportunity 
to tailor their care to the real needs of community members as a result of their close 
relationships as neighbors. 
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CHO-Midwives reported high confidence supervising normal deliveries, antenatal and 
postnatal care, infection prevention, and health education; referring women with 
prolonged labor, cord prolapse and need for resuscitation to district health centers or 
hospitals. Lack of ambulances and other equipment, a poor transportation system and 
insufficient accommodations for CHO-Midwives threaten more complete provision of 
skilled birth attendance. Community stakeholders, including volunteers and traditional 
birth attendants, traditional and political leaders and NGO ' s are deeply engaged in 
program implementation. Our survey of 407 mothers revealed increased access to SBA 
since CHO-Midwives were trained. Our multivariate analyses showed that women of 
Nankana tribe and those with non-educated or less educated husbands were significantly 
less likely to access SBA in rural settings. 
Our findings indicate the need for the midwives to provide health education and 
information targeting specific ethnic groups (in this case on the Nankanas) and on 
husbands and other household decision-makers with little or no education. 
6.5. Limitations ofthe Study 
The qualitative and quantitative research 
The study employed mixed methods, including qualitative, quantitative and document 
review. The shortcomings of the qualitative research include limited number of 
respondents, some selected based on the virtue of their position or role in the community. 
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The small numbers and the uniqueness of the setting might not make the findings 
generalizable to other people or settings. On the other hand, the open-ended interview 
techniques allowed us to capture the views of the respondents in their own words. 
The survey was conducted in randomly selected communities, with 100% response rate 
among relevant women. While this sampling method is ideal for generalization to the full 
study communities and other similar settings, the survey method has inherent limitations. 
Closed-ended questions and categories may not reflect the local people's ideas and 
understandings. However, we pre-tested the questionnaires to ensure appropriateness of 
the questions and responses. 
In addition, recall bias could have been a limitation to both the qualitative and 
quantitative studies because some participants might not have remembered past events 
about delivery care. However, using a 3-year recall period helped reduce the memory 
lapses that resulted from this study because it was relatively a shorter period for people to 
remember the activities that had occurred in their lives. 
Another limitation ofthe survey research was the absence of baseline data to evaluate the 
before and after the implementation of the skilled delivery program to determine the 
increase in skilled deliveries due to the implementation of the program in CHPS zones. 
We also lacked a comparison community to determine whether the skilled delivery 
program in CHPS zones actually contributed to improved skilled deliveries in rural 
settings. Also, we have not measured co-interventions to determine the increase in skilled 
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deliveries that could be attributed to the maternal health program in CHPS zones. 
Nevertheless, the number of deliveries supervised by the CHO-midwives three years 
prior to this study in the twelve CHPS zones in the Upper East Region still helps us to 
understand the midwives contributions to the skilled delivery program in these rural 
areas. 
We used purposive sampling method for selecting health professionals and community 
stakeholders for the in-depth interviews, which might have led to over-sampling those 
most aware/most positive interviewees. Nevertheless, this study is aimed at gaining in-
depth inside into the skilled delivery program and other health programs in the CHPS 
zones and that led to our decision to select knowledgeable community stakeholders and 
health officials and midwives who are directly involved in the program implementation 
for the interview. 
Other limitations 
This study is focused on skilled delivery program within the context of the CHPS and 
might not be generalizable to other contexts because of the uniqueness of the design and 
implementation of the CHPS program in the UER. However, our findings could still be 
adapted and evaluated in other contexts within sub-Saharan Africa. 
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Benefits of triangulation 
Data triangulation comprises the use of different data sources to produce a report and that 
strengthens and increases the validity of the research findings. 162 Each of our data 
collection methods (in-depth interviews, documents review and a survey) allowed us to 
probe the same phenomena from multiple perspectives. Such triangulation grants us a 
high level of confidence in our findings about the implementation of the CHO-Midwife 
program. 
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Chapter 7: Conclusions and Recommendations 
7.1. Conclusion 
Our study demonstrates that CHOs can be successfully trained as midwives and deployed 
to rural areas to provide skilled delivery services at the doorsteps of rural households. 
The integration of the skilled delivery program with the CHPS program appears to be an 
effective model for improving access to SBA in rural communities of the UER, Ghana. 
Most importantly, community stakeholders have played a significant role in the 
program's implementation at all stages, leading to community ownership and 
sustainability. 
The primary challenges that remain include inadequate numbers of CHO-Midwives; 
insufficient transportation; and infrastructure weaknesses, including drugs, equipment 
and logistics. Each of these challenges requires government attention and resources. Once 
these barriers are addressed, deploying CHO-Midwives as part of the CHPS program can 
be scaled up throughout all rural areas in Ghana as a key strategy to improve access to 
SBA and reduce maternal deaths throughout the nation. 
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7.2. Recommendations 
7. 2.1 . Training of Midwives 
a. The skilled delivery program is confronted with shortage of CHO-Midwives in 
rural communities of the Upper East region. 
• The Ministry of Health should increase the budget to train more CHO-Midwives to 
provide skilled delivery services in CHPS zones. The Ghana Health Service could 
also collaborate with the District Assemblies to sponsor the training of midwives in 
the various districts, who will return to work in their districts. 
a. There are shortages of tutors and logistical supports in the Bolgatanga 
Midwifery Training School in the Upper East region. 
• The Ministry of Health should recruit and train more skilled tutors for the midwifery 
training schools to ensure the best tutor: trainee ratio for optimum quality of 
midwifery training. To guarantee even distribution of tutors to the training schools 
irrespective of where the schools are located, incentive packages should be instituted 
to motivate tutors who are posted to deprived areas to accept their postings. The 
Bolgatanga Regional Directorate of Health Service should also sponsor students from 
the locality for post graduate studies, who will return to teach in the midwifery 
school. 
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• The Ministry of Health should equip training schools with books, teaching aids, other 
logistics and materials to facilitate effective teaching and learning. The Ministry and 
the training schools should partner with NGOs and civil society to purchase books, 
and other logistics for the midwifery training school. 
b. The CHO-Midwives lack some skills to offer skilled delivery services and other 
services in rural areas. 
• The midwifery schools should train the midwife trainees in manual removal of the 
placenta, adult resuscitation/management, and management of cord prolapse, 
prolonged labor and use of vacuum aspirator to provide efficient services, especially 
in emergency situations. 
• The Ghana Health Service should provide the CHO-Midwives with extended pre-and 
in-service training and the needed logistics to improve the range and quality of 
services they provide in the CHPS zones. The Service should organize periodic in-
service training for the midwives to equip them and update them with new ideas and 
skills. The Ghana Health Service should offer the CHO-Midwives with information, 
communication and technology literacy training to be abreast with world issues and to 
learn new things about their career. 
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7. 2. 2 Infrastructure Support 
a. Inadequate human resources, infrastructure, equipment, drugs and other 
logistics impede the provision of skilled delivery services and other services in 
CHPS zones. 
• The Ghana Health Service should make long arm gloves or surgical gloves, ambu 
bags and manual vacuum aspirators available to facilitate the provision of the services 
in CHPS zones. 
• In order to provide space for delivery and enable the midwives detain and monitor 
newly born children and their mothers for 24 hours before they are discharged, the 
Health Service should consider including delivery and resting rooms when they build 
new compounds or expand old ones. 
• The Ghana Health System, the regional medical stores should ensure regular supply 
of drugs and other logistics to the CHPS centers to guarantee the continuation of the 
program and build community confidence on the operations ofthe system. 
• The Ghana Health Service should equip hospitals/Health centers/CHPS centers with 
both human and material resources to guarantee that midwife trainees posted to do 
their practicals acquire relevant knowledge and skills before they are posted to their 
work stations. 
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• The Ghana Health Service should also equip the hospitals/health centers/clinics to 
receive clients referred from the CHPS centers. This will strengthen the referral 
system and enable pregnant women and nursing mothers receive prompt and adequate 
care. 
• The Ghana Health Service should assign ambulances to the CHPS program for 
prompt transportation of women with complications to the health centers and district 
hospitals. The Ghana Health Service could collaborate with the Government of 
Ghana, NGOs, Civil Society and individuals to purchase these ambulances for the 
program. 
b. Incentives are necessary to motivate the CHO-Midwives to reside and work in 
rural communities. 
• The Ghana Health Service and the District Assemblies should provide adequate 
accommodation, bathrooms, toilet facilities, water, electricity and television for the 
health professionals to offer them comfort and motivate them to continue to reside 
and work in rural areas. 
• The Ghana Health Service, NGOs, communities and individuals should provide 
financial incentives to CHO-Midwives to motivate them to stay and work in rural 
communities. The Service is aheady giving the midwives 10% of funds generated 
from every delivery and community and other stakeholders should contribute to this 
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fund. However, the Ghana Health Service should carefully design, manage, monitor 
and evaluate these incentives to measure their impact on the midwives' work 
performance. 
• Apart from the paid and study leave and the monetary incentives, the Ghana Health 
Service should award and appreciate CHO-midwives in other forms such as offering 
them a certificate of recognition for best performance. 
• Communities should also be urged to motivate the midwives to continue to stay and 
work with them. They could assist the CHO-Midwives on their house chores and 
farms. This will help strengthen the partnership between the midwives and 
community residents for better service delivery and utilization. 
• The Ministry of Health and the Ghana Health Service should clearly define the career 
path of this cadre of nurses. The CHO-Midwives, who have the midwifery certificate 
with long duration of service, should be given top-up training to receive the diploma 
in midwifery, but this should be done carefully to ensure that standards are met. 
c. Sudden birth is one of the major reasons for unskilled deliveries in rural 
communities. 
• The CHO-Midwives could address sudden births (that usually occur at home or on 
the way to the health facility) by encouraging women to attend antenatal clinics, 
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where they will be told their date of delivery for them to report to the health facility 
on time for skilled care. Also through telephone communication, the midwives should 
prompt clients about their due date to report to the health facility on time for the 
services. 
• Community support systems should be instituted to assist pregnant women in rural 
communities seek maternity care on time: Communities should collaborate with 
NGOs, transport unions and individuals to institute transport systems to help convey 
pregnant women to health facilities for maternity services. NGOs should organize 
capacity building training for community members before these systems are set up. 
• Communities could also create a fund to pay for skilled delivery expenses and 
transporting needy pregnant women to health facilities for maternity services. 
7. 2. 3. Community Participation and Education 
a. The different community stakeholders could actively participate in the skilled 
delivery program if targeted and assigned responsibilities. 
• The Ghana Health Service and the community leaders should encourage community 
members to get involved in the skilled delivery program. Engaging them will only be 
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effective if the Service assigns the different community stakeholders (women and 
men's groups, traditional leaders, elders, TBAs, community volunteers, political 
leaders, opinion leaders, religious leaders, etc.) specific responsibilities. 
• The CHO-Midwives should encourage the formation of men and women's groups to 
help promote the skilled delivery program in rural communities and these groups 
should be assigned specific tasks to accomplish. For the midwives to sustain the 
interest of these groups, they could link them to lending agencies for group loans for 
their businesses while engaging them in health programs. 
b. Financial and non-financial incentives are necessary to boost their morale of 
community volunteers and TBAs for optimum outcomes: 
• Volunteerism is free, but both the Ghana Health Service and community members 
could provide both financial and non-financial incentives to motivate volunteers and 
TBAs for their services. However, these incentives should be culturally appropriate 
without compromising the program. For instance, community members could assist 
the volunteers and TBAs on their farms and house chores to motivate them to 
continue to stay and work in rural areas. The communities could also honor them for 
the role they play in health service delivery. 
215 
c. Apart from the women themselves, there are other key players who decide 
whether or not women should seek skilled delivery care in rural areas. 
• The CHO-midwife should continue to intensify health education about the need for 
skilled delivery care in rural areas. Families should be targeted with health education 
to promptly refer or accompany pregnant women for skilled care at birth. 
• The CHO-Midwives should be trained to engage TBAs, community volunteers, 
mothers-in-law, older women and other community stakeholders in collaborative 
efforts for the latter to refer or accompany pregnant women to health facilities for 
skilled delivery care. 
• The CHO-Midwives should identify untrained TBAs, older women, uneducated 
husbands and mothers-in-law and encourage them to refer or accompany their clients 
to the health centers or CHPS compounds for skilled delivery care. 
• The Ghana Health Service and NGOs should encourage the untrained TBAs, older 
women, and mothers-in-law to refer or accompany their clients for the services. 
• The CHO-Midwives should intensify educational campaigns in the Nankam areas of 
the Kassena-Nankana East and West Districts to encourage many more women to 
deliver with skilled attendants. 
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7. 2. 4. Political Commitment and Scale-up of the Program to all CHPS Zones 
a. The scale-up of the skilled delivery program to all districts in Ghana may increase 
skilled deliveries and improve maternal heath in rural communities in the country. 
• Since the Northern and Upper West regions recorded the lowest skilled deliveries in 
the country, the Government of Ghana and the Ghana Health Service should examine 
the feasibility of scale-up ofthe program to all functional CHPS zones in these 
regions by 2015 . 
Areas for Further Research 
The study suggests a few areas that are relevant both theoretically and practically for 
future research. 
• The Ghana Health Service should conduct research into the cost-effectiveness of the 
program to guide the scale-up of the program to the rest of the CHPS zones in Ghana. 




Ensuring Skilled Attendants at Birth in Rural Ghana 
Introduction 
Maternal mortality has become a grave concern worldwide. The global burden of 
maternal death is enormous, especially in developing countries. 15 In 1995, 515,000 
maternal deaths occurred worldwide with over 50% occurring in Africa, but by 2008, 
maternal deaths reduced to 358,000 globally. 17 However, sub-Saharan Africa maternal 
deaths is high compared to the rest ofthe developing world. 17 In addition to maternal 
deaths; more than 50 million women worldwide suffer from poor reproductive health and 
serious pregnancy-related illnesses or disability such as fistulae, prolapse of the womb, 
and infertility .18'19 Ghana is one of many high-risk countries in sub-Saharan Africa with 
high maternal deaths. In Ghana, tragically 2700 women and girls died in 2010 17 due to 
pregnancy related problems and most of these deaths occurred in the period from late 
pregnancy through to 48 hours after delivery? More maternal deaths occur in rural Ghana 
than urban settings. The World Health Organization (WHO) and United Nations 
Population Fund (UNFP A) have recommended a number of approaches to reduce 
maternal deaths, including: improved family planning services, safe abortion and post 
abortion care, improved coverage and quality of skilled care at birth, and access to 
emergency obstetric care.3'4 Skilled care at birth has been shown to be particularly 
effective and the most important way to reduce maternal deaths and disabilities in the 
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world. 5 The Government of Ghana, the Ministry of Health and the Ghana Health Service 
can take pragmatic steps to ensure that every woman receives skilled care birth. 
This brief examines maternal death as a major problem in Ghana and explores skilled 
delivery at birth as the most promising way to reduce maternal mortality and disabilities. 
It also highlights barriers to increasing skilled deliveries and presents several examples of 
ways to improve skilled deliveries and reduce maternal death in Ghana. This is aimed at 
propelling actions from the Government of Ghana and the Ghana Health Service to 
introduce skilled delivery program in CHPS zones. 
Skilled Delivery Care is still very Low in Ghana 
Sub-Saharan Africa is still far from reaching the goal of skilled delivery at every birth 
because a substantial proportion of births occur at home without skilled professionals 
each year7•9 In Ghana, only half of births are supervised by skilled personnel, which is 
lower than several other sub-Saharan African countries such as Namibia where 7 out of 
10 births are attended by skilled personnel.8 The rural/urban difference is dramatic, with 
only 42% of women receiving skilled delivery in rural areas compared to 82% in urban 
settings. 11Ghana' s economic development hinges on attaining the Millennium 
Development Goals (MDGs) and bridging the rural/urban skilled delivery gap will 
greatly help Ghana make progress towards MDG five to improve maternal health. 
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Barriers to Improving Skilled Delivery Care 
There are health systems, political, individual and community barriers to improving 
skilled delivery care in rural areas. All these barriers collectively or independently 
impede the use of skilled attendants at birth in Ghana. 
Political Barriers to promote Skilled Delivery Care 
The Government of Ghana is committed to achieving Millennium Development Goals 4 
& 5 of improving infant and maternal health and has given special attention to reducing 
maternal mortality in health facilities over the past two decades.118 The Ghana Health 
Service has effectively started discussions on maternal death, and the death of a mother is 
now considered a national tragedy in health facilities. 118 Although, the Government of 
Ghana has introduced a policy of free medical care for pregnant women under the Ghana 
National Health Insurance Scheme (NHIS) aimed at offering rural women especially the 
poor the opportunity to seek skilled attendance at birth, 108 this policy only benefits the 
rural few because of inadequate health facilities or maternity services in these settings: 
Women in urban settings are more likely to access skilled delivery services compared 
with their counterparts in rural communities.63 The Ghana Health Service lacks a policy 
to extend skilled delivery services to CHPS zones and this is a major reason for non-
availability and low access to maternity services in rural communities. 
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Human Resource Shortages 
Human resource shortages remain a major challenge to health systems in developing 
countries. The current number of skilled attendants is extremely inadequate. 51 Inadequate 
skilled attendants constrain health service provision and affect the utilization of skilled 
delivery services. In Ghana, attrition of health personnel to more developed countries 
continues to diminish the supply of providers available to meet the increasing health 
demands of Ghana's growing population. More than 500 nurses and midwives left Ghana 
to work in industrialized countries in 2000.54 So far, 13% of midwives have migrated to 
developed countries in search of better wages, making Ghana fourth in the ranking of 
sub-Saharan Africa countries suffering from health professional migration. 55 Also, death 
and retirement of midwives without replacement contribute to the shortages of these 
cadre of health providers in the system. Moreover, inadequate number of midwifery 
training schools to train enough midwives is a major problem faced by the Ministry of 
Health and the Ghana Health Service. Insufficient tutors and books and logistics in the 
midwifery training schools impede teaching and learning and impacts on the quality of 
midwives produced. Thus, inadequate human resources contribute immensely to low 
skilled deliveries in rural communities in Ghana. 
Inadequate Infrastructure, Medicine and Equipment in CHPS zones 
Inadequate infrastructure impedes the provision and use of skilled delivery services in 
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Ghana.75• 150• Many CHPS compounds lack delivety and resting rooms, so women are 
supervised at birth in consulting or store rooms and women who are post-partum go home 
immediately after delivery .150 The implications are that women may contract infections in 
the process of delivering. Also, the CHO-Midwives may not be able to properly monitor 
women sent home after delivety to promptly intervene in cases that may develop 
complications during post-partum. Eliminating these barriers is necessary to improve 
service delivery in rural Ghana. 
Furthermore, shortages of medicines and equipment hamper the availability and use of 
skilled delivery services in Ghana.75 Some health facilities do not have adequate 
equipment and drugs for maternity care. It is important that the Government of Ghana 
and the Ghana Health Service equip the health centres and CHPS compounds with the 
needed resources for efficient and effective service delivery in order to achieve the goal 
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of skilled care for all women as recommended by WHO. 
Community and individual factors contributing to low skilled delivery 
Women in some cultures in Ghana are allowed to access skilled delivery services easily 
compared with their counterparts in other cultures. In the Akan tradition of Ghana, for 
example, female elders exercise power and authority over younger ones within the 
lineage and extended family because they are considered role models and fountain of 
knowledge.86 In Ghana, male authority in some traditional areas restrict women decision 
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making power in society. In some traditions, the decision for women to access maternity 
services is the prerogative right of the husband or the compound head, mothers-in-law, 
and older women of the family and these decisions are made without any resistance from 
society.81 ' They make these decisions based on culturally ingrained beliefs about 
deliveries and what they think will help achieve the desired results. 85 
Ethnicity and access factors also play a role in women decision making about place of 
birth. In Ghana, skilled attendance at birth is most unevenly distributed across regions 
and ethnicities.87 Some ethnic groups can easily use skilled delivery services compared 
with others because of the advantage women have in making decisions about the health 
needs compared with other cultures. For instance, women from the southern tribes are 
more likely to seek skilled delivery services compared with their counterparts from tribes 
of northern Ghana. 76 Among the Akan tribes of southern Ghana, where the matrilineal 
family system is practiced, women have more decision making power than the Kassenas 
and Nankanas of northern ethnic groups with a patrilineal family system.83' 86 In the 
Kassena-Nankana tribes, gender roles allow men to control family wealth and make 
important decisions that affect women and children, 83 but in the Akan tribes women 
occupy important and high positions within the family and the chiefdom.86 For instance, 
some women in the Akan ethnic groups are crowned queens, which gives them the power 
to rule and make important decisions on behalf of their subjects, especially, women and 
children. 86 
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Some religious groups do not permit medical intervention, but rather rely mainly on 
spiritual solutions to their health problems.67 Therefore, it is certain that religions 
encourage behaviors that may constrain skilled attendance at birth. A study in Ghana 
revealed that women who practice the traditional religion were less likely than Muslim 
women to seek skilled delivery care.76 Therefore, religious beliefs and practices serve as 
barriers to women accessing skilled delivery services in rural communities. 
The Community-Based Health Planning and Services Program to Promote Skilled 
Care 
The Community-Based Health Planning and Services (CHPS) program is an example of 
an innovative program to improve maternal health in Ghana. CHPS was established in 
2000 to improve access and quality ofhealth care and family planning services in all the 
districts of Ghana. 13 In the Upper East Region, the Ghana Health Service sent 
Community Health Officer Midwives (CHO-Midwives) to provide additional health 
services that include maternity care to rural women in CHPS zones. 13 The CHPS program 
is jointly implemented by the Ghana Health Service and the communities they serve: 
Health professionals are partnered with TBAs, traditional leaders, opinion leaders, 
community volunteers and other community members to provide skilled delivery services 
in the region. 13 The volunteers participate in health education; provide basic health 
services such as paracetamol for headaches and oral rehydration salt for diarrhea. The 
volunteers and TBAs also refer or accompany pregnant women to health facilities for 
skilled care and provide health information and education on skilled delivery to rural 
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communities. They also distribute condoms and the pill to community members. 13 The 
overall strategic goal of CHPS is to improve the health status of people living in Ghana 
by fostering actions and empowering households and communities. The objectives are to 
improve equity in access to basic health services, improve efficiency and responsiveness 
to client needs and develop effective intersectoral collaboration. 110 The key component of 
CHPS is a "community-based service delivery point that focuses on improved partnership 
with households, community leaders and social groups addressing the demand side of 
service provision and recognising the fact that households are the primary producers of 
health". The CHOs involve the communities in the zones (catchment area) in planning of 
health activities known as "community decision making systems". All the resources and 
logistics needed for the CHO and CHO-midwives to deliver services at the doorsteps of 
the people to make the zones fully effective as functional CHPS zones within the sub-
district are made available. The CHPS zones are based on the local government of 
decentralization, where the District Assemblies and Unit Committees use population of 
1500. The policy stipulates that for effective work to be canied out, two trained CHOs 
should be placed in a CHPS zone to provide services at the doorsteps of the people. The 
services are focused on outreaches, doorsteps health delivery and establishment of 
community systems to assist in service delivery, community registers to trace clients' 
defaulters and managing and supervising pregnant women at delivery and children at 
risk. 110 
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In 2000, the Ghana Health Service began training a subset of middle level health care 
providers known as Community Health Officers (CHOs) to provide skilled attendance at 
delivery to women in rural areas through the Community-Based Health Planning and 
Services (CHPS) program. We evaluated a pilot program to determine the feasibility of 
using the integrated CHPS Program to provide skilled delivery care in the Upper East 
Region (UER) of Ghana. 
We conducted a household survey with 407 women who had ever given birth in the three 
years prior to the survey and in-depth interviews with traditional leaders, opinion leaders, 
volunteers, TBAs and health professionals to determine the outcome of implementing the 
skilled delivery program in CHPS zones of the Upper East region. 
What are the outcomes of the pilot program? 
After implementing the skilled delivery program in rural communities of the Upper East 
region, community members reported that there is a huge difference in delivery care. 
Women are now more likely to deliver safely than was the case before the CHO-
Midwives program. As one community elder expressed, 
" ... I will say that the government has done well by sending trained midwives to the 
communities to provide skilled delivery care. I am no more worried when pregnant 
women go to deliver because they will come back safely. We are thanliful to the health 
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Figure 1: Percentage distribution of female respondents by the category of practitioners that assisted in 
delivery of last child in the Kassena-Nankana East, Kassena-Nankana West and Bongo districts of the 
Upper East region, 2012. 
The figure depicts women supervised by the different category of practitioners during 
delivery. Our survey of 407 mothers revealed increased access to SBA since CHO-
Midwives were trained. From April2009-March 2012, more than 40% of women sought 
skilled delivery care from CHO-Midwives in the past three years in 12 CHPS zones in 
three districts in rural Upper East Region. And 35% were supervised by health 
professionals in health centers or district hospitals. Nearly 80% of women reported that 
they have had skilled delivery at birth, which means skilled care at birth is improving in 
CHPS zones. Prior estimates from the Demographic Health Survey suggest that 
approximately 42% of women in Ghana's rural areas gave birth with a SBA in 2008. 
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TBA Contributions to the Skilled Delivery Program 
The Ghana Health Service has trained TBAs to provide delivery services to increase 
"safe delivery care "in rural areas. WHO suggested that where there are sufficient skilled 
professionals, TBAs should refer their clients to them for skilled services.41 At present, 
TBAs are collaborating with CHO-Midwives in CHPS-zones to provide skilled delivery 
services to women. Results from the CHPS program indicate that TBAs often refer or 
accompany their clients to CHPS compounds for skilled care. These findings are 
consistent with results from a previous study that revealed that if health workers were 
trained to collaborate with TBAs, the latter would refer or accompany many more 
pregnant women to health facilities for skilled delivery services. 145 The following quote 
is typical of many comments that explain the importance of TBA!health professionals ' 
partnership: 
" ... !help the midwives by saving women in labor by accompanying them to the CHPS 
compound for delivery services. " (TBA, Kassena-Nankana East District) 
Counting Benefits from the Program 
Community members reported that since the program started, women no longer die or 
suffer injuries related to pregnancy. This is significant because the main reason for skilled 
attendants at birth is to prevent maternal deaths and disabilities. 
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" ... The biggest benefit is, women used to die during delivery, but now because of the help 
they get from this CHPS program, women no more die during delivery because once the 
nurses get there, by God 's grace the baby comes out without any problem." 
(Community Volunteer, Kassena-Nankana West District) 
However, more could be done to increase the number of skilled deliveries in the CHPS 
zones. Our survey revealed that of 407 women interviewed; only 20% stated they have 
received.health education on skilled delivery care in CHPS zones. As indicated, 
education on skilled delivery is very low and that needs to be intensified to increase the 
number of women who seek skilled delivery services in remote communities. 
Recommendations 
Scale-up of the Program to all CHPS zones 
The Government of Ghana and the Ghana Health Service should scale-up the skilled 
delivery program to all functional CHPS zones in the country by 2025. Since the 
Northern and the Upper East and the Upper West regions recorded the lowest skilled 
deliveries over the years in the country, the roll out of the program should start from there 
and should be achieved by 2015. The replication of the program to the rest of the CHPS 
zones should be accomplished by 2025 in the country. The various districts should be 
tasked to start the scale-up process by training and posting at least 5 CHO-Midwives to 
the CHPS zones yearly. The Government should provide funds for the scale-up and the 
229 
Ghana Health Service should be responsible for extending the program to all functional 
CHPS zones in the Ghana. 
Training of more midwives 
The Government of Ghana and the Ministry of Health have already made considerable 
impact by training CHO-Midwives for the CHPS program in rural communities. 
However, the midwives are still few compared to the work load in these communities. 
Thus, the Government should increase the budget to train more midwives to provide 
maternity services in the CHPS zones. 
Provision of infrastructure, equipment and logistics 
The Ghana Health Service should build new or expand existing infrastructure to include 
delivery and resting rooms, provide equipment and logistics for the CHPS .Program. Also, 
the Service should furnish the CHPS compounds with the needed equipment, drugs and 
logistics for efficient and effective service delivery. 
Community health education to promote skilled delivery care 
The CHO-Midwives should target community stakeholders with health education and 
campaigns to create awareness about the need for women to seek skilled care at birth in 
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rural areas. The Ghana Health Service, the Health Research Centres and Community-
'Based Organizations, TBAs and community volunteers should be responsible for the 
health education in the communities. 
Conclusion 
The global burden of maternal death is enormous, especially in Ghana. Skilled care at 
birth has been shown to be effective and the most promising way to reduce maternal 
deaths and disabilities in the world. Many barriers exist to increasing skilled care, but 
evidence from the CHPS program has shown that the right approach can increase skilled 
care at birth drastically. Human resource development, provision of infrastructure, 
equipment and logistics, community health education and scale-up of the skilled delivery 
services to all functional CHPS zones could increase skilled care at birth especially in 
rural communities. The Government of Ghana, the Ghana Health Service, the Ministry of 
Health and Community-Based Organizations should take practical steps to scale-up this 
effective pilot to guarantee that women have healthy pregnancies and births-an effort that 
will save thousands of mother's lives 
231 
Appendix A 
Interview Guides and Questionnaire 
IDis with CHO-Midwives 
Greetings ..................... we are Research Assistants of the Navrongo Health Research 
Centre. This is a Boston University student's project, hosted bythe Navrongo Health 
Research. We are here in this community to obtain information on the skilled delivery 
services and other services provided by you through the CHPS program. We have met to 
get your opinions that may help us understand the skilled delivery services you provide in 
this catchment area. You are at will to participate or exit from this study. Your response 
will be kept confidential and will not be associated with you now or in the future. We will 
be recording our discussion with a tape recorder because we may not remember 
everything that will be discussed. Just after the study the recording will be wiped off. 
Questions asked are not intended to harm you in anyway. The discussion will last only 
for one hour. 
Name of interviewer: 
Name of note taker: 
Method of interview: D in person 
Training 
1. In which midwifery school did you receive your training? Probe for the number of 
years she spent in the training. 
2. How would you describe the content of the curriculum? What would you say were 
the main courses? The balance between practicals and classroom training? 
3. How would you describe the overall quality of the classroom teaching? 
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4. Tell me about the practicals? The supervision of practicals? What was the most 
valuable thing you learn from the practicals? 
5. What will you say you went very well in the training? 
6. What would you say needs to be improved? 
7. Please, tell me what you understand to be the atms and objectives of the skilled 
delivery program in the Upper East Region? 
8. What are the skills in which you were trained? 
Skills 1= Trained 2= Yes, but 3=Not at 
minimally trained all 
Antenatal Assessment and management 
Assisted vaginal deliveries 
Use of partograph to monitor labour 
Active management of the 3rct stage of 
pregnancy 
Infection prevention 
Administration of parenteral antibiotics 
Administration of parenteral oxytocies 
Manual removal of placenta 
Management of prolong labour 
Newborn resuscitation 
Adult resuscitation/management 
Management of cord prolapse 
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Field Experience 
9. What are the full range of skilled delivery services and other services you provided in 
your catchment area in the past one year? 
Skills 1= Able to provide 2= Not able to provide 
services services 
Antenatal Assessment and management 
Assisted vaginal deliveries 
Use ofpartograph to monitor labour 
Active management of the 3ra stage of pregnancy 
Infection prevention 
Administration of parenteral antibiotics 
Administration of parenteral oxytocies 
Manual removal of placenta 
Management of prolong labour 
Newborn resuscitation 
Adult resuscitation/management 
Management of cord prolapse 
Family planning 
Child Welfare Services 
Health education 
9b. For each service that you were unable to provide, what are your reasons for your 
inability to provide these services? 
10. Where do you perform the deliveries? 
a. CHO compound 
b. Home deliveries 
c. TBAs compounds 
d. Others 
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11. What is your level of confidence for each of the services you provide? 
l=High 2= medium 3=Low level No 
level of level of of confidence services 
Skills confidence confidence 
Assisted vaginal deliveries 
Use ofpartograph to monitor labour 
Active management of the 3rct stage of 
pregnancy 
Infection prevention 
Administration of parenteral antibiotics 
Administration of parenteral oxytocies 
Manual removal of placenta 
Management of prolong labour 
Newborn resuscitation 
Adult resuscitation/management 
Management of cord prolapse 
12. Please tell me the extent to which the following resources are available to you for 
your use? Probe for infrastructure, basic equipment for delivery services and other 
services, supplies and drugs, and other logistics. 
List of resources available for skilled delivery and other services 





Long arm gloves 
Bag and mask 
Oxytocin 
Blood pressure stethoscopes 
syringes, and needles 
curettes 
Manual vacuum aspirators 
Magnesium sulfate 






Successes and Challenges in SBA provision 
13 . How would you describe your key successes over the __ TIME PERIOD in your 
role as CHO-midwife? I'm interested in hearing about successes related to health 
education, skilled deliveries, community involvement, patient/client referrals, 
compound visits. 
14. What factors aided the success of the program? Probe for individual factors, 
community factors and institutional factors. 
15. What limitations did you encounter with the provision of skilled delivery care in your 
catchment area? Probe for resource availability, skilled delivery care and health 
education, relationship with other health professionals etc. 
16. What factors impeded the roll-out of the skilled delivery program? Probe for 
individual factors, community factors and institutional factors 
1 7. In what ways can we improve the provision of skilled delivery services through the 
CHPS program? 
Community Involvement 
18. In what ways have community stakeholders supported or participated in the project? 
19. Can you tell me about the achievements in community participation in skilled 
delivery care in your catchment area? 
20. What are the barriers to community participation? Probe for reasons they are not 
participating actively: lack of motivation., "apathy", poverty, lack of incentives, etc 
21. In what ways can we make community participation in skilled delivery care more 
effective? 
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Scale-up and future direction 
22. What needs remain for skilled delivery care by CHO-Midwives in rural communities 
in the Upper East region? 
23 . What changes should be made to the existing program to optimize its effectiveness 
when scaled up? Probe for suggestions to improve the nationwide scale up? 
Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the pilot. 
24. What do you see as the lessons that can be learned from this initial use of CHO 
midwives for skilled delivery care as the government scales this up nationwide? 
I'd like to thank you again for your time. As I said when I began, all responses are 
confidential. In case I need any further clarification or would like to discuss our findings 
with you, may I contact you YES NO You can also contact me for further explanation 
if needed. Also, if you are interested, I can send you the abstract from this report when 
it' s completed. Send abstract Dyes 0 no 
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IDis for District Directors and Maternal and Child Health Director of Health 
Services 
Greetings .... . ..... . ........ we are Research Assistants of the Navrongo Health 
Research Centre. This is a Boston University student's project, hosted by the 
Navrongo Health Research. We are here to discuss with you about the skilled 
delivery services provided by the CHO-Midwives through the CHPS program. 
You are at liberty to participate or exit from this study. Your response will be kept 
confidential and will not be associated with you now or in the future. We will be 
recording our discussion with a tape recorder because we may not remember 
everything that will be discussed: Just after the study the recording will be wiped 
off. Questions asked are not intended to harm you in anyway. The discussion will 
last only for one hour. 
Name of interviewer: 
Note taker: 
Method of interview: 0 in person 
Service Provision 
1. How has skilled delivery care been integrated into the pre-existing CHPS 
program by design? 
2. How has the integration of services been implemented in practice? 
Successes and Challenges in SBA provision 
· 3. What successes have the CHO-Midwives achieved with the provlSlon of 
skilled delivery care in their catchment areas? Probe for success in health 
education, deliveries, etc .... 
4. What factors aided the success of the program? Probe for Individual factors , 
community factors and institutional factors. 
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5. What limitations have the CHO-Midwives encountered with the provision of 
skilled delivery care in their catchment areas? Probe for resource availability, 
skilled delivery care and health. education. 
6. What are the factors that impeded the roll-out of the skilled delivery program? 
Probe for individual factors, community factors and institutional factors? 
7. What is your opinion about using CHO-Midwives to provide delivery care in 
rural communities? 
8. In what ways can we improve the provlSlon of skilled delivery services 
through the CHPS program? 
Scale-up and future direction 
9. What needs remain for skilled delivery care ~hrough the CHPS program in the 
Upper East Region? 
10. What changes should be made to the existing program to optimize its 
effectiveness when scaled up? Probe for suggestions to improve the 
nationwide scale up? 
Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the 
pilot. 
11. What do you see as the lessons that can be learned from this initial use of 
CHO midwives for skilled delivery care as the government scales this up 
nationwide? 
I'd like to thank you again for your time. As I said when I began, all responses 
are confidential. In case I need any further clarification, can I contact you? Also, 
if you are interested, I can send you the abstract from this report when it's 
completed. Send abstract D yes D no 
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CHO-Midwives Supervisors 
Greetings .. . ... ... .. ........... we are Research Assistants of the Navrongo Health 
Research Centre. This is a Boston University student's project, hosted by the 
Navrongo Health Research. We are here to discuss with you about the skilled 
delivery services provided by the CHO-Midwives through the CHPS program. 
You are at liberty to participate or exit from this study. Your response will be kept 
confidential and will not be associated with you now or in the future. We will be 
recording our discussion with a tape recorder because we may not remember 
everything that will be discussed. Just after the study the recording will be wiped 
off. Questions asked are not intended to harm you in anyway. The discussion will 
last only for one hour. 
Name of interviewer: 
Note taker: 
Method of interview: D in person 
Service Provision 
1. How has skilled delivery care been integrated into the pre-existing CHPS 
program by design? 
2. How has the integration of health services been implemented in practice? 
3. What skilled delivery services have the CHO-Midwives been able to provide 
in the past one year? 
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Skills 1 =Able to provide 2= Not able to provide 
services services 
Antenatal Assessment and management 
Assisted vaginal deliveries 
Use of partograph to monitor labour 
Active management of the 3ra stage of pregnancy 
Infection prevention 
Administration of parenteral antibiotics 
Administration of parenteral oxytocies 
Manual removal of placenta 
Management of prolong labour 
Newborn resuscitation 
Adult resuscitation/management 
Management of cord prolapse 
4. What are the reasons for their inability to provide those services? Probe for. 
competency level, resource availability, motivation, etc. 
5. What resources have been made available for skilled delivery care and other 
services in the CHPS compounds? 
List of resources available for skilled delivery and other services 






Long arm gloves 
Bag and mask 
Oxytocin 
Blood pressure stethoscopes 
syringes, and needles 
curettes 
Manual vacuum aspirators 
Magnesium sulfate 






Successes and Challenges in SBA provision 
6. What successes have the CHO-Midwives achieved with the prov1Slon of 
skilled delivery care in their catchment areas? Probe for success in health 
education, deliveries, etc .... 
7. What factors aided the success of the program? Probe for Individualfactors, 
community factors and institutional factors. 
8. What limitations have the CHO-Midwives encountered with the provision of 
skilled delivery care in their catchment areas? Probe for resource availability, 
skilled delivery care and health education. 
9. What factors hindered the roll-out of the skilled delivery program? Probe for 
individual factors, community factors and institutional factors? 
10. What is your opinion about using CHO-Midwives to provide delivery care in 
rural communities? 
11. In what ways can we improve the prov1Slon of skilled delivery services 
through the CHPS program? 
Scale-up and future direction 
12. What needs remain for skilled delivery care through the CHPS program in the 
Upper East Region? 
13. What changes should be made to the existing program to optimize its 
effectiveness when scaled up? Probe for suggestions to improve the 
nationwide scale up? 
Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the 
pilot. 
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14. What do you see as the lessons that can be learned from this initial use of 
CHO midwives for skilled delivery care as the government scales this up 
nationwide? 
I'd like to thank you again for your time. As I said when I began, all responses 
are confidential. In case I need any further clarification, can I contact you? Also, 
if you are interested, I can send you the abstract from this report when it's 
completed. Send abstract D yes D no 
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IDis with Heads of the Maternity Wards of the War Memorial Hospital, 
Paga Health Centre and the Bongo Health Centre 
Greetings . .................. we are Research Assistants of the Navrongo Health 
Research Centre. This is a Boston University student's project, hosted by the 
Navrongo Health Research. We are here to discuss with you about the skilled 
delivery services provided by the CHO-Midwives through the CHPS program. 
You are at liberty to participate or exit from this study. Your response will be kept 
confidential and will not be associated with you now or in the future. We will be 
recording our discussion with a tape recorder because we may not remember 
everything that will be discussed. Just after the study the recording will be wiped 
off. Questions asked are not intended to harm you in anyway. The discussion will 
last only for one hour. 
Name of interviewer: 
Note taker: 
Method of interview: D in person 
Service Provision 
1. Please, can you tell us about the skilled delivery care in this district? 
2. What kind of complications do you attend to? 
3. Where are the women coming for skilled delivery services? Probe for: 
communities and referrals from the CHPS compounds. 
4. What is your opinion about the skilled delivery care provided through the 
CHPS program in rural areas in this district? Probe for: what they like or 
dislike about the program. Why they like or dislike the program. 
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5. What is your op1mon about using CHO-Midwives to provide skilled 
delivery care in rural communities? Probe for: whether they want CHO-
Midwives to provide the skilled delivery services or concentrate on 
providing other services and allow the midwives in the health centres to 
provide the skilled delivery care. 
6. What changes should be made to the existing program to optimize its 
effectiveness when scaled up? Probe for suggestions to improve the 
nationwide scale up? 
Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the 
pilot. 
7. What do you see as the lessons that can be learned from this initial use of 
CHO midwives for skilled delivery care as the government scales this up 
nationwide? 
I'd like to thank you again for your time. As I said when I began, all responses 
are confidential. In case I need any further clarification, can I contact you? Also, 
if you are interested, I can send you the abstract from this report when it's 
completed. Send abstract D yes D no 
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IDis for CHPS Coordinator 
Greetings .. . ............ . ...... we are Research Assistants of the Navrongo Health 
Research Centre. This is a Boston University student's project, hosted by the 
Navrongo Health Research. We are here to discuss with you about the skilled 
delivery services and other services provided by the CHO-Midwives through the 
CHPS program. We have met to get opinions from you that may help us 
understand the skilled delivery services provided in rural areas. You are at will to 
participate or exit from this study. Your response will be kept confidential and 
will not be associated with you now or in the future . We will be recording our 
discussion with a tape recorder because we may not remember everything that will 
be discussed. Just after the study the recording will be wiped off. Questions asked 
are not intended to harm you in anyway. The discussion will last only for one hour 
Name of interviewer: 
Note taker: 
Method of interview: 0 in person 
Service Provision 
1. Please, can you tell us about the skilled delivery services you provide through 
the CHPS program in the Upper East region? What are the aims and objectives 
ofthe program? 
2. How has skilled delivery care been integrated into the pre-existing CHPS 
program by design? 
3. How has the integration of health services been implemented in practice? 
4. What health services have the CHO-Midwives been able to provide in the past 
one year? Probe for all services including, health education, outreach 
programs, basic health care for minor illness, skilled delivery care, etc. 
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5. What services have the CHO-Midwives not been able to provide? Probe for 
reasons for inability to provide those services- e.g. competency level, 
resource availability, motivation, etc. 
6. What resources have been made available for the CHPS program? Probe for 
infrastructure, basic equipment for delivery services and other services, 
supplies ami drugs, and other logistics 
Success and Challenges in SBA provision 
7. In what areas have the CHO-Midwives achieved with the prov1s10n of 
integrated services in the communities? 
8. What limitations have the CHO-Midwives faced as they seek to provide 
integrated services in the communities? 
9. What is your opinion about using CHO-Midwives to provide delivery care in 
rural communities? 
Scale-up and future direction 
10. What is your opinion about using CHO-Midwives to provide delivery care in 
rural communities? 
11. What needs remain for the skilled delivery care through the CHPS program in 
the Upper East Region? 
12. What changes should be made to the existing skilled delivery program to 
optimize its effectiveness when scaled up? Probe for suggestions to improve 
the nationwide scale up? 
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Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the 
pilot. 
13. What do you see as the lessons that can be learned from this initial use of 
CHO-Midwives for skilled delivery care as the government scales this up 
nationwide? 
14. I'd like to thank you again for your time. As I said when I began, all 
responses are confidential. In case I need any further clarification, can I 
contact you? Also, if you are interested, I can send you the abstract from this 
report when it's completed. Send abstract Dyes D no 
248 
IDis with Principal of the Midwifery Training School and the Navrongo 
Community Nurses School 
Greetings .... ... . ... .... we are Research Assistants of the Navrongo Health 
Research Centre. This is a Boston University student's project, hosted by the 
Navrongo Health Research. We are to discuss with you about the training of 
CHOs as midwives to help us understand how they provide skilled delivery care 
through the CHPS program. You are free to participate or exit from this study. 
Your response will be kept confidential and will not be associated with you now 
or in the future. We will be recording our discussion with a tape recorder because 
we may not remember everything that will be discussed. Just after the study the 
recording will be wiped off. Questions asked are not intended to harm you in 
anyway. The discussion will last only for one hour. 
Name of interviewer: 
Note taker: 
Method of interview: D in person 
Training and Service Provision 
1. Please, can you tell me the kind of midwifery training you offer to students 
in your school? Probe for number of years spent in the training, content of 
the training curriculum: courses, duration and content of practicals, ami 
overall experiences from the training. 
2. What are the goals and objectives of the midwifery training program? 
3. To what extent are these goals and objectives met? 
4. In what ways can we improve the training of midwives in the Upper East 
Region? 
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5. What is your opinion about using CHO-Midwives to provide skilled delivery 
care in rural communities? 
6. What suggestions do you have to improve skilled delivery care in CHPS 
compounds in rural areas of the Upper East region? 
Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the 
pilot. 
7. What do you see as the lessons that can be learned from this initial use of 
CHO-Midwives for skilled delivery care as the government scales this up 
nationwide? 
I'd like to thank you again for your time. As I said when I began, all responses 
are confidential. In case I need any further clarification, can I contact you? Also, 
if you are interested, I can send you the abstract from this report when it's 
completed. Send abstract D yes D no 
IDis with Chiefs, Elders, Women Leaders, TBAs, Community Volunteers 
Greetings .... .... . .... ....... we are Research Assistants of the Navrongo Health 
Research Centre. This is a Boston University student's project, hosted by the 
Navrongo Health Research. We are in this community to discuss with you about 
the skilled delivery services provided by the CHO-Midwives through the CHPS 
program. You are at will to participate or exit from this study. Your response will 
be kept confidential and will not be associated with you now or in the future. We 
will be recording our discussion with a tape recorder because we may not 
remember everything that will be discussed. Just after the study the recording will 
be wiped off. Questions asked are not intended to harm you in anyway. The 
discussion will last only for one hour 
Name ofinterviewer: 
Note taker: 
Method of interview: D in person 
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Community Involvement 
1. What can you tell us about the community-based Health Planning and 
Services program? 
2. How did the program start in your community? Probe for community entry 
and mobilization etc 
3. Who are the people involved in the day-to-day running of the CHPS program? 
Probe for the CHO, community volunteers, health committees, women 
leaders etc. 
4. Can you tell us about the skilled delivery program in this community? Probe: 
Health educations, skilled delivery care, outreach programs for women and 
children. 
5. In what ways have you supported or participated in the skilled delivery 
program? Probe for community participation in health education and 
delivery care, community resources made available for the program, the role 
of TBAs, health committee members, community volunteerism, families' 
support systems for pregnant women, and community support systems for 
pregnant women in skilled delivery care. 
Benefits 
6. What do you think are the benefits communities derived from participating in 
the skilled delivery program's implementation? 
Successes and Challenges in Community Participation 
7. What successes have you achieved in participating in the provision of skilled 
delivery care in this community? 
8. What factors aided the success of the program? Probe for: individual factors , 
community factors and institutional factors. 
9. What limitations have you encountered with your involvement in the provision 
of skilled delivery care in this community? Probe for resource availability: 
logistics, time, human resource availability, participating in skilled delivery 
care and health education. 
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10. What factors impeded the roll-out of the skilled delivery program? Probe for: 
individual factors, community factors and institutional factors. 
11. In what ways can we make community participation in skilled delivery care 
more effective? 
Needs for Scale Up 
12. What remains to be done to improve the provision of skilled delivery services 
in through the CHPS program Upper East Region? 
13. What changes should be made to the existing program to optimize its 
effectiveness when scaled up? 
Lessons learned 
Finally, I'd like to end by talking about what lessons have been learned from the 
pilot. 
14. What do you see as the lessons that can be learned from community 
participation in skilled delivery care as the government scales this up 
nationwide? 
15. Is there anything else about the pilot project that you feel is important for me 
to know? 
I'd like to thank you again for your time. As I said when I began, all responses 
are confidential. In case I need any further clarification, can I contact you? Also, 
if you are interested, I can send you the abstract from this report when it's 
completed. Send abstract D yes D no 
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DATE OF INTERVIEW I I I I l HDAINT 
FIELD WORKER NAME 
HFWNAME 
FIELD SUPERVISOR CODE I HFSNAME 
HDISTRICT 
DISTRICT 
RESULT OF INTERVIEW: HRESULT 
COMPLETE, INTERVIEW 1 





SECTION 1: RESPONDENT'S BACKGROUND 
NO. QUESTIONS CODING CATEGORIES SKIP 
AND FILTERS TO 
# 
1. District KASSENA-NANKANA EAST. .. l 
KASSENA-NANKANA WEST..2 QlHDIS 
BONG0 ..... .. . ...... ..... .... .. .... . 3 
2. How old are you AGE IN YEARS ....... ... . ... . ......... . . .. Q2HAG 
now? E 






') Have you ever YES .. ..... ..... ... ... ..... .. ..... . . .. ..... l SKIP .). 
attended school? NO ..... .. ... ........ . ........... . . ..... .. .. ~ +TO 
5 
PRIMARY ... .... ....... ... ... . . . . ....... l 
MIDDLE/JSS ....... .. ... .......... . ..... 2 Q4HLE 
What is the SECONDARY ... .. . ........... .. . ....... 3 UNIVERSITY/ HIGHER .... .... .. .. ... 4 
4. highest level of DKICAN'T REMEMBER ..... . ....... 5 
school you NA ......... ... . . .......... . ................ 8 
attended? 
MARRIED ..... . .......... .. .. ... .. . ..... l 
LIVING TOGETHER .. . .... .... ..... 2 
WIDOWED ... ..... ... . . ... ..... ... ...... 3-
DIVORCED .. .... ..... . ......... . ........ .4 
5. What is your SEPARATED/NO LONGER LIVING • 8 TOGETHER .. ....... ....... .. 5 
marital status NA ................ . ....................... 8 QSHMA 
now? DKICAN'T REMEMBER . . . . ..... ... 9 -
6. Has your YES .. ... . ... . ....... .. .................... l Q6HHS 
husband ever NO ... .. . .. . .... ............... .. . .... ...... _ ... 8 







What is the 
highest level of 
school he 
attended? 
So you have a 
religious 
preference? 
What is your 
religion? 
What is you 
ethnicity? 
How many 
children do you 
have? 
When did you 




THE YEAR OF 
BIRTH 
12. Are you 
currently 
employed? 
PRIMARY ............................... ! 
MIDDLE/JSS .... . ........ ... . ..... ..... . 2 Q7HHL 
SECONDARY .... ... . ... .. ... .. ......... 3 
UNIVERSITY I HIGHER. ......... .. ... 4 
DK/CAN'T REMEMBER ..... . ...... 9 
NA ... .. ................. ... . . .... ...... ... . 8 
TRADITIONAL .. ............ .. .... .... 1 Q8HRE 
CHRISTIAN . .. ... ... . .... . . . . .. .... ... .. 2 
MUSLIM . . . . ... . ....... .. ...... .. . .. .... . 3 
OTHER 4 
(SPECIFY) 
DK/CAN'T REMEMBER . . .......... . 5 
KASSENA ................. . . .. .... ...... l 
NANKANA . .... . ... . .... . ......... ... .. . 2 
FRAFRA . ... .. ... . .... . ................... 3 Q9HET 
BUILSA . ... . . ... ..... . . ...... . .. ... ..... . 4 
TELENSI . ... . .. ... .. . .................... 5 
NAMDAM .................... . .......... 6 
OTHER _________________ 7 
(SPECIFY) 
ONE ................................... . .... l 
TW0 .... ...... .. ... ................... .. .. 2 
THREE ............. . ............. . .... .. .. 3 
FOUR ... . ... . .............. .. . .. ..... . ... .4 
FIVE ... ...... ... ............. . .. . ......... 5 
SIX OR HIGHER ...... ... ..... . ..... .... 6 
MONTH . ... .. ... . .... ... . ... ........ . . 
YEAR ... ...... ... . .... .... ... .... . . .. . . . 





YES ..... .. ..... .. ..... .. ..... ... ......... ... .... ... ... . l Q12HE 
N0 ............ .... .... ...... ..... .. .......... ........ .. . 2 M 
NA .. .. ...... ... ... ............ ...... ..... .. ... .. ... ..... 8 
255 
HOUSEWIFE .. .. . . ....... . .. .. ..... ..... 1 
FARMER .. .... . . . . . . . .. . . . ... . . . .. .. ..... 2 Q13HOC 
13 . How would you TRADER . . ............. .. ..... . ... ....... 3 
describe the kind CIVIL SERVANT . . . . . . ... . . . . . . .. . . . .. 4 
of work you do OTHER 5 
every day? (SPECIFY) 
DKICAN'T REMEMBER .... .. .. .... . 9 
NA .................. . .... . ..... . ........... 8 
14. How long does it LESS THAN 30 MINUTES . .. .... .... 1 
take for you to BETWEEN 30 MIN TO 2 HOUR .. .. 2 Q1 4HHO 
travel to a health BETWEEN 2 TO 4 HOURS ........... 3 
facility? BETWEEN 4 TO 6 HOURS .. ......... 4 
BETWEEN 6 TO 8 HOURS .. ........ S 
BETWEEN 8 TO 10 HOURS ... .... .. 6 
MORE THAN 10 HOURS .. ...... .... 7 
DK/CAN'T REMEMBER .. ..... .. ... 9 
NA . ..... . . . ... . . .. .. ... .. . . .. . ... . . .. .. .. .. 8 
SECTION 2: WOMEN AWARENESS, UTILIZATION AND 
SATISFACTION 
NO. QUESTIONS CODING CATEGORIES SKIP 
AND TO 
FILTERS # 
Do you know of 
15 . a CHO in this YES ... ... ....... .......... ... ..... ... .... .... .. ... ..... . 1 
'II SKIP 
community? ~~::::: : :: : :::::::: :: : : :: : :: : ::::::: ::: ::::: ::: : : :: : : :::: :~-: ~017 
Q l SHAW 
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What service/s HEALTH EDUCATION. ... ...... .... .... ... .... I 
16. do CHOs ANTENATAL CARE .. ... ..... .. .... .... ... .... ... 2 
provide in this ASSIST WITH DELIVERY. .... ..... ....... .. . 3 
community? POSTNATAL CARE .. ... ....... .. ...... ... ..... .4 
TREATMENT OF MINOR ILLNESS .. .. 5 Q16HIN 
(CIRCLE ALL IMMUNIZATION OF CHILDREN ....... . 6 
FAMILY PLANNING MENTIONED) SERVICES ...... ...... .... ... .... ..... .. .. ... .. .. ....... ? 
OTHERS 8 
(SPECIFY) 
DKICAN'T REMEMBER .... .... ..... ..... ... 99 
NA ... ... ... .. ... ...... .. ........... ..... ..... ..... ..... ... . 88 
CHO-MIDWIFE . . . .... . . . . .. . . . . .. .. .. .... ... 1• I+ 19 
17. Who provides 
HEALTH FACILITY(Doctor,Nurses, 
Medical Assistants and Other midwives .... 2 
delivery TBAs . . ... ... .. ... . .. . . .. . . . . .. .. .. . .. ; .. .. .... . 3 
services in this OLDER WOMEN IN FAMILY .... .. .. .4 Ql7HPR 
community? TRADITIONAL HEALERS ... .. . . . .... 5 
OTHERS 6 
(SPECIFY) 
DKICAN'T REMEMBER .. ... .. ......... 9 (CIRCLE ALL NA . .. . . .. . . . ... . . . ...... . .. . . .. . .. .. .. .. ... .. 8 
MENTIONED) 
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Are you aware that 
the CHO-midwife 
YES .................................................................. l -~ IF 
N0 .......................................... .. .. ........ .. ... ......... 2 ~0 18. 
provides skilled 
delivery services 
in this community? 
DK/ DK/ CAN'T REMEMBER ................ 9 SKIP 
NA ......... . ................... . ............. . ....... 8 TO 20 
Where did you get CHO-MIDWIFE .... .. ............ .... .. ...... ............ .... l 
9 the information OTHER PERSONNEL AT HEALTH 1 . 
that the CHO- FACILITY .................... .... ............ .... ....... ...... .. 2 
midwife provides RADI0 ..... ....... .. .... .. ....... ... ..... ............. ..... ... .... . 3 
skilled delivery TELEVISION .............................................. .. . .4 
care m the NEWSPAPER .... .... .... .. .............. .... ................. S 
community? HUSBAND ....... .... .... ....... .. ....... ... .. ...... ............ 6 
COMPOUND HEAD .................................. .. ... 7 
(CIRCLE ALL FRIEND/S ... .... ... ........ ............. ....... ... . ·· ··· ·· ······ ·8 
MENTIONED> NEIGBOUR ...... .. ... ..................... ... ..... ..... ... .. ... 9 
Where did you 
20




DK/CAN'T REMEMBER .. ... .. .. ... ... ....... .. ..... 99 
NA ... ....................... ......................... ... ..... ....... 88 
HOME .. ......................... . ..... . ... ..... . ..... 1 
TBA HOME ... . ................ . .......... .. ........ 2 
CHO COMPOUND ........................... .... . 3 
HEALTH CLINIC/HEALTH CENTRE ........ 4 
DISTICT HOSPITAL ... ... .... ....... .. . ...... .. .. 5 
REGIONAL HOSPTAL . .... ... ... ..... ........... 6 
PRIVATE CLINIC/HOSPITAL ...... . . . ... . . .. 7 
OTHER 8 
(SPECIFY) 
DK/CAN'T REMEMBER . ........ .. ... ... .. ..... 99 





Who assisted with 21. 
the delivery of 
your last child? 
22. 
For what reasons 
did you make the 
choice of who you 
delivered with? 
CHO-MIDWIFE .. ... . ... .. ....... ... . . . . .. ... . ... . . 1 
HEALTH FACILITY(Doctor, Nurses, Medical 
Assistants and Other midwives) .. ... ..... ....... . 2 
TBA .. .. .. .... . . ... . . .. .. .. .. .. . . ... . .. ... .. .. .. ... .... 3 
OLDER WOMAN . . . .. . . . . . . . . ... .... . .. .. . ..... .. 4 
TRADITIONAL HEALER .. . . . . . .. ... . . . . . .. . .. 5 Q21HAS 
OTHER 6 
(SPECIFY) 
DK./CAN'T REMEMBER .. . . .. . .. . . . .. . ... ..... .. 9 
NA ......... ... . ... ........ . .. ... ... . .. .. . .. ....... ... . 8 
YES NO 
FAMILY ADVICE 1 2 Q22HAV 
HEALTH PROFESSIONLS Q22HPO ADVICE 1 2 
ENSURE SAFE DELIVERY 1 2 Q22HST 
GOOD AND QUALITY CARE 1 2 Q22HGO 








LOW COST 1 2 
FREE DELIVERY 1 2 
PROXIMITY TO HOME 1 2 
RECEIVE FREE DELIVERY 1 2 
ENSURE SAFETY OF THE CHILD 1 2 
TRANSPORT 1 2 
LANGUAGE COMPETENCY 1 2 
OTHER 1 2 
(SPECIFY) 
DK./CAN'T REMEMBER .. ... ... .. ... .. . . .... 99 











FAMILY ADVICE .. . .. .. .. . ..... . ............ . . .. 1 
HEALTH PROFESSIONL ADVICE ... . ...... 2 Q23HMC 
What is the main ENSURE SAFE DELIVERY .. ..... .. .... .... .. . 3 23. GOOD AND QUALITY CARE ..... .... .. ... .. .4 reason you 
decided to RESPECT ACCORDED BY 
deliver with PRACTITIONER .... . .... . ...... ...... .. .. .. .... .. 5 SKIP TO LOWCOST ........... . .. ......... .. ............... 6 
whom you did? FREE DELIVERY ............ ..... . . .. ......... .. 7 26 
PROXIMITY TO HOME .................... ... . 8 
RECEIVE FREE DELIVERY ............... ... . 9 IF DID 
NOTE: ASK ENSURE SAFETY OF THE CHILD .. . ..... . 10 NOT 
THIS TRANSPORT . .. ... .... . . ......... .. ... . . .... ... .. 11 DE LIVE 
QUESTION LANGUAGE COMPETENCY. . . . .. .. ..... .... 12 RWITH OTHER 13 CHO-
TO ALL (SPECIFY) MIDWIF --
WOMEN DK/CAN'T REMEMBER ... . ......... . ....... 99 E 
NA .......... ... .. .... .... .... .. ....... . ... .... ...... 88 
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YES NO 
For what reasons CHO MIDWIFE ADVICE 1 2 Q24HMI 
24. did you choose 
to deliver with OTHER HEALTH PROFESSIONLS 
the assistance of ADVICE 1 2 Q24HPR 
the CHO-
midwife? ENSURE SAFE DELIVERY 1 2 Q24HSA 
(CIRCLE ALL COMPLICATIONS DURING FIRST PREGNANCY 1 2 Q24HCC 
MENTIONED) 
FIRST CHILD WAS CAESERIAN 1 2 Q24HCA 
BABY OVERDUE 1 2 Q24HOV 
NOTE: ASK 
THIS MULTIPLE PEGNANCY 1 2 Q24HMU 
QUESTION IF 
WOMEN BLEEDING DURING LABOUR 1 2 Q24HLO 
WERE 
. RECEIVE FREE DELIVERY SUPERVISED 1 2 Q24HRD 
BYCHO- ENSURE SAFETY OF THE CHILD 1 2 Q24HEN 
MIDWIFE 
DURING PROXIMITY TO HOME 1 2 Q24HPM 
DELIVERY 
OTHER 1 2 Q24HOT 
(SPECIFY) 
DK/CAN'T REMEMBER ... . .. . . . ... .. . . .. . .. 99 




What is the main 
reason you 
decided to 
deliver with the 







CHO-MIDWIFE ADVICE . . ..... ........... ... ... 1 
OTHER HEALTH PROFESSIONALS 
ADVICE ......... .. . ..... . .... . ....... . . ...... ...... 2 
ENSURE SAFE DELIVERY .... .... .. ........ ... 3 
COMPLICATIONS DURING FIRST 
PREGNANCY .. ........ ....... . ... . ..... .... . ... .. . 4 
FIRST CHILD WAS CAESERIAN . .. .... . .... 5 
BABY OVERDUE .... .. ... ... ..... . ... . .... ...... ... 6 
MULTIPE PEGNANCY ....... .. ............. . .... 7 
BLEEDING DURING LABOUR .......... .. ... . 8 
RECEIVE FREE DELIVERY ..... . .. .. ... ... . . 9 
ENSURE SAFETY OF THE CHILD ..... . ... 10 
PROXIMITY TO HOME ............. .. . . . .. ... 11 
OTHER ____________________ 12 
(SPECIFY) 
DK/CAN'T REMEMBER ... . .... . ........ . ... 99 









For what reasons HEALTH FACILITY NOT NECESSARY . .. Q26HFA 
26. did you choose . .. . .. . .. ... .. .. .. ... ... ... ........... ... . 1 2 
not to deliver Q26HNO 
with the PREGNANCY WAS NORMAL 1 2 
assistance of the COULD NOT AFFORD IT 1 2 Q26HAF 
CHO-midwife? 
LACK OF NEW CLOTHES 1 2 Q26HCL 
LACK OF DRUGS AT HOSPITAL 1 2 
Q26HDR 
(CIRCLE ALL Q26HHS MENTIONED) ATTITUDE OF NURSES 1 2 
NO HOSPITAL NEARBY 1 2 Q26HNE 
NO TRANSPORT 1 2 Q26HTR 
NOTE: ASK 
TillS NOT PERMITTED BY FAMILY 1 2 Q26HPE 
QUESTION IF DON'T KNOW HEALTH FACILITY 1 2 Q26HHE WOMEN FISRT PREGNANCY 1 2 Q26HFI WERE NOT POOR SERVICE AT CLINICS .HOSP 1 2 Q26HOO SUPERVISED Q26HHI 
BYCHO- CHILDBIRTH AT HOME 1 2 
MIDWIFE POOR REPUTATION OF HEALTH CENTRE ...... 
DURING 1 2 Q26HOP 
DELIVERY. 
FEW SERVICES AVAILABLE AT CENTRE Q26HER 
HEALTH 1 2 
OTHERS 1 2 
Q26HDE 
(SPECIFY) 
DKICAN'T REMEMBER .. . ... .. . . ... .. . .... ... .. ... 99 
NA .... . . . ... .... . .. . . . .. . . . . . ... .. .. . . .. .. . .. .. . . ... 88 
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What IS the mam 
27. reason you decided 
not to deliver with 
the assistance of 
the CHO-midwife? 
28 . How satisfied were 
you with the place 
where you 
delivered? 
29. How satisfied were 
you with the 
services provided? 
How satisfied were 
you, when you 
delivered with this 30. ? person. 
HEALTH F ACILTY NOT NECESSARY . ... . 1 
PREGNANCY WAS NORMAL. .. .. .. ... ... . . . 2 
COULD NOT AFFORD IT . ... .. .... .. . . . . ...... 3 
LACK OF NEW CLOTHES . .. .. .. ...... .. ........ .. .4 
LACK OF DRUGS AT HOSPITAL. ...... ... ..... 5 
ATTITUDE OF NURSES . .. . ...... . . ... . . ... ... ... 6 
NO HOSPITAL NEARBY ... . . . . . . .. . .. . ... .... ... 7 
NO TRANSPORT ... ........... . .................... 8 
NOT PERMITTED BY FAMILY ..... . .. .. .. .... 9 
DO NOT KNOW HEALTH FACILITY .. .... 10 
FISRT PREGNANCY . . ... .. . . . .. ... .. ..... . .... 11 
POOR SERVICE AT CLIN1CS.HOSP ........ 12 
CHILDBIRTH AT HOME . . . . .... . .. ... ... .. ... 13 
POOR REPUTATION OF HEALTH 
CENTRE ......... .... . ... ... ... · . . .. ..... . .. . . ... .. 14 
FEW SERVICES AVAILABLE AT HEALTH 
CENTRE . . .. . .. . . .. ....... .. .. .. .... 15 
OTHERS ______________________ 16 
(SPECIFY) 
DK/CAN'T REMEMBER . .. .. . .. .. .. . .. .... .... 99 
NA .. .... ... ... .. .. . . . .. ... ... . .... . .. ... . ... .. . . . ... 88 
VERY SATISFIED . . ... . . .. . . .. . .. ....... .. .. . . .... 1 
SATISFIED ..... ... . . .. ... . .. .... ..... . ..... ........ 2 
SOMEWHAT SATISFIED . . .. ...... . .... ........ 3 
NOT SATISFIED ........ ... . ... . .. ... .. .... ....... 4 
DK/CAN'T REMEMBER . .. .. ... . . . . . . . .... . .. ... 9 
NA ... . .... . ... ...... . .. .. . . . . . .. . .. . ........ .. .. .. . . . 8 
VERY SATISFIED .... .. ... ... .... .. ............... 1 
SATISFIED .... . . . . . . . . . .. .... .. ... . ... .. ..... .. . .. . 2 
SOMEWHAT SATISFIED .. . .. ... ... .. .... . ..... 3 
NOT SATISFIED ... .. ......... ... ... ........... . .. 4 
DK/CAN 'T REMEMBER .. .. .... .. .. .. ........... 9 
NA . . ..... . . . . . ..... .. ... . . .. . . .. . . . .. ... . . . .. .... ... . 8 
VERY SATISFIED . . . ......... . . ..... ... . ..... .. ... 1 
SATISFIED .. . ... ... .. ... .. ..... . .. ... . ........ . ... . 2 
SOMEWHAT SATISFIED ..... . . .. . .. .. .. ... .. .. 3 
NOT SATISFIED ..... .. ....... ... .. .. . ..... .. . .. . . 4 
DK/CAN'T REMEMBER .. ....... .......... . . . ... 9 







.MYSELF ....... ... .. .......... .... . ... ....... .. ... .. .. l 
Who was involved HUSBAND ......... . ... .. ....... .... .... .. .. . ..... .. 2 31. SOOTHSAYER ............ .. . .. . . ..... .. ..... .. .. . 3 in making the 
MOTHER . ..... . .......................... . ... . ... ... 4 Q31HDE decision about 
MOTHER-IN-LAW ................. ... . ..... . ..... 5 
who assisted you FATHER-IN-LAW ............. . .............. .... 6 
during delivery? SISTER-IN-LAW .. ...... ....... ... ... ... ....... ... 7 
BROTHER-IN-LAW .. . ................... .. ... .... 8 
TBA .......................... . . .. .. ... . . .............. 9 
(CIRCLE ALL TRADITIONAL HEALER ......... .. ........... 10 
MENTIONED) HEAD OF HOSUEHOLD ..... ............ .... . ll 
OTHER 12 
(SPECIFY) 
DK/CANT REMEMBER ..... . . .. .... .... .... 99 
NA ............. . .... .. ..................... .. . ... . 88 
CHO-MIDWIFE . . ... .. ... ..... ...... .. ... .......... 1 Q32HPR 
Who will you CH0 .... . .. .. ... .. ..... .. .. ... .. ...... .. ......... ... . 2 
SKIP 32. prefer to assist 
HEALTH FACILITY(Doctor, Nurses, Medical TOQ34 with the delivery 
Assistants and Other midwives) .. ... 3 IF should you get TBA .. . ... ........ ............ ... ......... ... . ... .. ... .4 DELIV pregnant in the OLDER WOMAN .................... .. ...... .. ... S ERED near future? TRADITIONAL HEALER ....... . . ....... ...... 6 WITH OTHER 7 CHO-(SPECIFY) 
MID WI DK/CAN'T REMEMBER ............. .... .... . ... 9 









What will you do 
OBEYTHEM .. . . ... . ..... . . . . . . ....... ... .... . .. .. l 
...,..., if you wanted to 
.) .) . STILL DELIVER WITH THE CHO- Q33HLI deliver with the 
MIDWIFE .... . ... ... . .. .. ... .. . ...... .... ..... ...... 2 CHO-rnidwife or REPORT THEM TO THE APPROPRIATE 
other health AUTHORITY .......... : ... . .... ... . .. .... . .. . . .. .. 3 
professionals and OTHERS 4 
your family DKI DKI CAN'T REMEMBER .. ... .. ....... .. 9 














34. Are there taboos m 
your family that 
prevent women from 
g1vmg birth with the 
assistance of doctor, 
midwife or nurse? 




3 6. What is the most 
YES ... ............................ . ... . ... . 1 -~Q34HTA 
N0 .................... . .. ... .. .... . ... ..... 2 -~ 
DK/ CAN'T REMEMBER ... .. .. . 9 37 
NA . .. ...... .. . ... ... .. . ... .. ... ... .. .... . 8 
YES 
NO 
HANDLE AND BURIAL OF 
PLACENTA... 1 
WOMAN NOT TO BE TOUCHED BY 
A PROFESSIONAL...... . 1 2 
WOMAN NOT TO GIVE BIRTH 
OUTSIDE THE COMPOUND 
1 2 






HEALTH FACILITY 1 2 Q36HCU 




REMEMBER .. . . ..... . .... ......... ... ... .. . 9 
NA ..... ... ....... . . .. ............. . ..... .. ..... 8 
HANDLING AND BURIAL OF 
PLACENTA ... . .... .. .. ... . . ................ 1 Q36HWL 
important taboo to you? WOMAN NOT TO BE TOUCHED BY 
A 
PROFESSIONAL .... ..... ... .. ........ ...... 2 
WOMAN NOT SUPPOSED TO GIVE 
BIRTH OUTSIDE THE 
COMPOUND .. . . ... . . ... .. .. ... . .... . .. ... .. . 3 
CHILD NOT TO SUPPOSED TO BE 
BORN IN HEALTH FACILITY ......... .4 
OTHER ____________________ 5 
(SPECIFY) 





Have you ever received YES ........... ... ...... . ...... . ............ 1 
health education from a ~~icAN:T"iEMEMBER.· .· . · . · .·. ·."92 J• 39 CHO? 
NA ... ... .. . ..... ...... .. . .. ... . ... .. ..... 8 
YES NO 
EDUCATION ON THE 
What kind of health IMPORTANCE OF 
education did you receive SBA.. .. ........ .... . . 1 2 




BREASTFEEDING 1 2 
ENV. CLEANLINESS 1 2 
EDUCATION ON ANTENATAL 
CARE .. .. .. . ... . . .. . . . .. . .. 1 2 
HEALTH TALKS ON CHILD 
CARE ...... .. ..... .. ...... ....... . 1 2 
FP SERVICES 2 
OTHERS 1 2 
(SPECIFY) 
DK/CAN'T 
REMEMBER . . .... ................ .. .. . 9 









SECTION 3: HOUSEHOLD ASSETS INFORMATION 
39. Does your YES .. . . . . . .. . .... . . .. .. ... ... . .... . . . ...... .. ... . . .... 1 Q39HMH 
household N0 ... . . . .. .. .. . . . .. . . ... . . .... .. . . .. ... ... .. ... ...... . 2 
have a modern 
design? 
CONCRETE .. . .... . .... .. . . ... ... .. . . .. . ... . ... .. . .. 1 
40. What is the MUD . ................... .... ..... . .. . . .. . ... ... .. ... .. 2 Q40HWA 
main material BRICKS . ... . .. . . ... .. . . . ... . . ............. ....... . . . 3 
for the wall? 
ZIN . .. .. . ... .. .. .. ... . ... . . ... . .. . . . .. . . . .. . .. . . . .. .. . 1 
CONCRETE ... .... . . . ...... . . . ............... . . .. . . 2 Q41HZR 
41. Type of MUD . . .. .. . .. .. . .. .. . .. . . . . . .. . .. . .... . .. . .. . .. . . . . .. 3 
roofmg THATCH .. . . . . . .. . .. . . .. .. .. . .. ... . . .. . ... .. . .. ... .. . 4 
material CONCRETE TILES ... . . . . . .. .. .. . . .. .. .. ....... . .. 5 
(excluding OTHER 6 (SPECIFY) 
animal 
compounds)? 
42 . What are the EARTH BOWLS . . . .. . . .. .. .. .. .. . . ..... . . . .. .. . .. 1 
most ALUMINIUM PANS ......... . .... .. . .. .. . .. . ... . .. 2 Q42HUT 
frequently used EARTH/ALUMINIUM . .. .. .. . .. . .. ... ... .. ... .. 3 
PLASTIC PANS ..... . . .. . . . . .... . ... .. . .. . ........ 4 
cooking OTHERS 5 
utensils in your (SPECIFY) 
household? 
FREE RANGE .. .. . ... . . ... . ... . . ... .. . . .... .. . . .. .. 1 
43 . What are the PIT LATRINE .. .. . .... . .. . . .. ... . ..... . ... . .. ... .. .. 2 
toilet facilities KVIP ... .. . . .... . . . . .. . .. .. . . ........ . .. . . ... . . . . . . .. 3 Q43HTO 
myour PAN LATRINE ..... . .. . ... ..... . . . . . . . . . .. ...... .. 4 
household? WC . ..... .. ... . .. ... ... .. .. . .. .... . . . . .. . ... .. .. .. .... S OTHERS 6 
(SPECIFY) 
STANDING PIPE ............ . . ... . .. .. . ... .. ...... 1 
44 . What are the BOREHOLE . . ......... . ... . .. .. .. . ..... .. .. .. .. . ... 2 
sources of STREAM ...... . ........ . . .. ... .. .. . . . ... ........... ... . 3 Q44HSO 
drinking water WELL . . ..... .. .. .. . .... . ..... .. . .. . .. .. ... .... . . .. .. . 4 
OTHERS 5 








































sets are in your 
household? 
NONE ~E~········································ ·· ··· ······ ····j MORE THAN .THREE ....... ... .................. 4 
OTHERS ................. . .......... 5 
----~~==--------6 (SPECIFY) 
NONE .... ... . . ~:l~···················H ••·•·••·•·•·••••••·•·· ••.. ·················· ·~ MORE THAN.THREE ... ........................ .4 
OTHERS .... . ....... .. .............. 5 
----~~==--------6 (SPECIFY) 
NONE a~.·.· .·.·· ·· ······················· ···· · ························ ······H······~ MORE THAN.THREE ......... ... · · ·· · · · · · · · · · · · · .4 
OTHERS ........ .. .... . ....... ... . .. 5 
----~(~SP~E~C~IF~Y~l--------6 
NONE .......... . .. ..... . ~~E.·.·.· .·.· .· .·· ···· ·········· ············· ···· ··· ············· ··· ········ · ·~ MORE THAN.THREE ............................ ·4
OTHERS ..... .. ..... ........... ..... 5 
----~(~SP~E~C~IF~Y~)--------6 
NONE ~~~············H···· ··························· ··· ·······~ MORE THAN.THRE ............... .. ..... ... ..... 4
OTHERS E ........ .. ... . . . . .. ... ...... 5 
(SPECIFY) 
6 
!~~····••.•.•.•.• .. ···················· ················· ···i 
MORE THAN.THREE ···· ······ ·· ···· ····· ··· ·· ·· 4 








































electric or gas 




electric or gas 





P freezers are in 
NONE ONE ....... . ......... ........ .. .. ... .. . . . . .. .. ... .. ! 
.. .. .. .. .. .... . i~E···· ··· ············ ··· • · •• ••••••••••• ; MORE THAN.THRE .... ... .. .. ... .. ..... ...... ... 4 
OTHERS E ... ........ ... . .... .. .. . .... 5 
----~(~SP~E~C~IF~Y~-------6 
NONE....................... l ONE... . .. .. . ..... . ................ .. .. .... . 
i~E················ · •... ·.·.·•·•••••••••••••••·••••• ; MORE THAN.THRE···· .. ... .. .... ........ ..... .. .4 
0 
E. ...... .. 5 THERS .. . .. ... .. .... . .. . 
----~(:~SP~E~C~IF~Y~)--------6 
~~~£ .. . . ... .... ........ ... .. .... . . ... .. . . . . ... .. .. ... ! 
:::~E~.·.· .·.·.·.·.·.· .·.·.· .· .· .····.·.·.· . ·.· .· · · ·········· ·· ···· · ; MORE THAN.THREE ... ...... .... .. ... ..... .... ·4 
OTHERS .......... . ............... .. 5 
----~~~--------6 (SPECIFY) 
~~~E .. .......... . .... ..... . ..... . ...... ... .. . . .... .. l 
TW0 .. .. .. ... ... .. .... ..... .. ..... .. ....... .. .. ...... 2 
THREE········ ···· ···· ··· ··· ·· ········· ···· ·· ···· ···3 
MORE THAN.THREE .. .. ..... ... .. .... .. .. ... . ·4 
OTHERS .......... .. .... . ... .. ... .. 5 
----~~~--------6 (SPECIFY) 
NONE ...... . . ...... . ~~~·· ..... · . ~ 
MORE THAN.THRE .... ... .... .. .. ... ... .... .. ·4 
E ...... . .. 5 OTHERS ... ... . .. ... .. ... . 
----~~~-------6 (SPECIFY) 
~~E.•.••... . ··· ········· · ······· ·. ·.·.·.·.·.·.·.·. ·· · ~ THREE .... .. .... . ... .. .. .. 3 
MORE THAN.THREE .... ..... ...... ...... .... .. ·4 
OTHERS .. . . . .......... . .. ..... ... .. 5 
-----7r(:S~P~E~C~IF=Y-)---------6 
NONE . ... ...... . ....... ... . . ~~~.· •. ·.·.·.·.· .·.·•··.·.·.·.· .· .·.·•···········•·•• ······ · ·.·· ·· ··· ···· ·· ·· · ~ THREE . . . . .... . .... .. .. . ... .. 3 
MORE THAN.THRE .... .. ..... ........ .. .. .. ... . 4 










your household? (SPECIFY) 
GAS ......... . .... ...... ... .... ............ ... ... ..... . l 
What type of ELETRICITY .... ... ... .. .. .. . .. ... .... ........ ..... 2 
58 . cooking fuel do WOOD ..... ... .... ...... ..... .. . ... . . . . ... .. ... .. . .. . 3 Q58HCF 
you use? CHARCOAL. ....... . .............. . . .. ... . . ...... . 4 
STALKS ... . ..... . .... . ..... .. .. ... . . .. .. ... . .... .. .. 5 
OTHER 6 
(SPECIFY) 
NONE ....... .... .. ..... .... .. ........ . ....... ... ... .. l 
How many cattle ONE . . ... .. ... .. ... .... .. . ... .. .. ... . . .. . . . .. .. . .. .... 2 Q59HCA 
59. do you have in TW0 .... . .. . ...... .... .... ... ... ... . . ... .. ... ...... .. 3 
your household? THREE .......... ..... . .... .. .... .. .............. .... 4 
MORE THAN THREE . .. . . ........ .. . . .... .. . ... 5 
OTHERS 6 
(SPECIFY) 
NONE ..... ... ... . .. . ...... .. ....... .. ... ... . . ... ... .. l 
60. How many sheep ONE ..... . .. . . ... ...... .... .... .. .. .... ...... .... ..... 2 Q60HSA 
do you have in TW0 .... . .. . .. .. . ........ .......... .. ... ..... . .. ..... 3 
your household? THREE ....... .. .. .. .. .. ... .. ... .. ..... . .... . ... ... .. 4 
MORE THAN THREE ... . .... .. ... .. . ... .. . .. .. . 5 
OTHERS 6 
(SPECIFY) 
NONE ..... .. ... .... .. .. .. .. .... ....... ... . . . . . .. .. . .. l 
ONE ...... .. .. . .............. .. ...... . .. ... ... . ....... 2 Q61HGA 
61. How many goats TW0 .. . .. .... ..... ... .................... . .. .. . .... .. 3 
do you have in THREE .... ... . . ...... . ... .. .. . ... . . .. ... ....... . .. .. 4 
your household? MORE THAN THREE .... .. ... . . . .... . ..... .... . 5 OTHERS 6 
(SPECIFY) 
OWN HOUSE PURCHASED ... .. .. ... . .. .... .. . l 
62. What are the OWN HOUSE INHERITED .. ..... . ..... .. ..... .. 2 Q62HRE 
rental RENTING ... ... ....... .. .. ..... ... . . . .. .. .. . ... . .. ... 3 
arrangements for GOV'T HOUSE .. .. .. ... . .. .. ..... ... ..... . ....... .4 
this house that RENT FREE . . . .. .. ... . .. . .. .. ......... .. .. ..... .. . 5 
you live in? OTHER 6 (SPECIFY) 
THANK YOU FOR YOUR COOPERATION 
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No. Variable Measurement Type of 
Variable 
District Kassena-Nankana East 
1. Bongo Categorical 
Builsa 







3. No Categorical 
Level of Primary 




5. Marital Status Living Together 
Widowed 
Divorced 
Separated/No Longer Living 
Together 
flus band Yes Categorical 
6. Education No 
Level of Primary Ordinal 




















Six or higher 
12. Employment Yes Categorical 
No 





Less than 30 minutes to 1 hour 
Between 30 minutes to 2 hours Categorical 
14. Distance Between 2 hours to 4 hours 
Between 4 hours to 6 hours 
Between 6 hours to 8 hours 
Between 8 hours to 1 0 hours 
More than 10 hours 
15 . Provider of CHOs Categorical 
delivery services CHO-Midwives 
Health personnel at the Health 
Facilities 
TBAs 
Older women in families 
Others 
16. Place of delivery Home 
TBAHome 
CHO Compound Categorical 






17. Knowledge of Yes Categorical 




18. Services CHO Assist with Categorical provide in the 
Postnatal care 
community 
Treatment of minor illness 
Immunization of children 
Family Planning services 
Others 
Yes 
19. Awareness of No Categorical 
CHO services 
CHO-midwife 
20. Sources of Other personnel at health 








21. Who Assisted Health Facility (Doctor, Nurse, 










22. For what Health Professionals advice 
reasons did Ensuure safe delivery Categorical 
you choose to Good and quality care 
deliver where Respect giving to me by 
you did? practitioner 
Low of cost 
Free delivery 
Proximity to home 
Receive free delivery 




What is the Family Advice Categorical 
main reason Health Professionals advice 
23. you decided to Ensuure safe delivery 
deliver where Good and quality care 
you did? Respect giving to me by 
practitioner 
Low of cost 
Free delivery 
Proximity to home 
Receive free delivery 




Doctor/Nurse advice Categorical 
24. Reasons for CHO Advice 
decision for CHO-midwife Advice 
delivering with Ensure Safe delivery 
CHO-midwife Complications 
First child was Caesarian 
Baby overdue 
Multiple Pregnancy 
Bleeding during labour 
Free delivery 
Safety of child 
Others 
Doctor/Nurse advice 
CHO Advice Categorical 
CHO-midwife Advice 
25 . Main reasons Ensure Safe delivery 
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for decision Complications 
delivering with First child was Caesarian 
CHO-midwife Baby overdue 
Multiple Pregnancy 
Bleeding during labour 
Free delivery 
Safety of child 
Others 
Health faci lity not necessary 
Normal pregancy 
No Money 
26 . Reason decided No New Clothes Categorical 
not to Lack of drugs 
deliver with Attitude of nurses 
CHO No hospital/health centre 
No Transport 
No permission from family 
No idea ofhealth faci lity 
First pregnancy 
Poor reputation of health center 
Few Services availab le at 
center 
Other 
Health facility not necessary 
Normal pregancy 
27. Main reason No Money 
decided not to No New Clothes Categorical 
deliver with Lack of drugs 
CHO Attitude of nurses 
No hospital/health centre 
No Transport 
No permission from family 
No idea of health fac ility 
First pregnancy 
Poor reputation of health center 





28. Level of Somewhat Satisfied Ordinal 
satisfaction Not Satisfied 
with place of 
delivery 
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29. Level of Very Satisfied Ordinal 
satisfaction Satisfied 
with the person Somewhat Satisfied 




Who was Soothsayer Categorical 
30 . involved in Mother 
decision Mother-in-law 
making on Father-in-law 







Obey them Categorical 
31. Decision to Deliver with CHO-
delivery in midwife/Nurse 
health facility Report them 
if family Other 
disagreed 
Yes Categorical 
32 . Taboos No 
Handling and burial of placenta Categorical 
33 . Kind of taboos Woman not to be touched by 
professionals 
Women not supposed to give 
birth in hospitals 
Child not supposed to be born 
in health facility 
Other 
Handling and burial of placenta 
34. Most important Woman not to be touched by Categorical 
Taboo professionals 
Women not supposed to give 
birth in hospitals 
Child not supposed to be born 
in health facility 
Other 
35 . Yes 




Education on skilled delivery 
care 
36. Kind of health Breastfeeding 






Essential Obstetric Care Clinical Guidelines 
Strategies to prevent Maternal Mortality Basic obstetric care (BEmOC) to 
and Morbidity 10 be provided in health centres and 
maternity homes4 
Family planning Antibiotics 
Skilled Attendance at birth Oxytocics 
Emergency Obstetric care Anticonvulsants 
Facilities for EmOC must exist and Manual removal of the placenta 
function 
Facilities must provide life-saving services, 
and provide good-quality care Removal of retained products 
At least 5 emergency obstetric care Assisted vaginal delivery with 
facilities for every 500,000 population forceps or vacuum extractor 
100% of women with major direct obstetric Comprehensive emergency 
complications be treated Ill EmOC obstetric care (CEmOC) be 
facilities provided in district hospitals4 
Estimated proportion of births by caesarean 
section in the population should not be less 
than 5% or more than 15% AllBEmOC 
Case fatality among women with EmOC 
faci lities be less than 1% Cesarean section 
Neonatal resuscitation be conducted at both 
basic and comprehensive levels Blood transfusion 
Training of professionals Ghana Safe-Motherhood Policy11 
Retain of professionals improving access to basic and 
comprehensive essential obstetric 
care 
Universal free delivery policy to 
improve access to delivery care and 
obstetric care 
CHPS Initiative to 1m prove 
availability of maternal services to 
rural women and timely referral for 




1. Core skills 

















Communicate effectively cross-culturally in order to be able to provide holistic 
"women-centered" care. To provide such care skilled attendants will need to cultivate 
effective interpersonal communication skills and an attitude of respect for the 
woman's right to be a full partner in the management of her pregnancy, childbirth and 
the postnatal period. 
In pregnancy care, take a detailed history by asking relevant questions, assess 
individual needs, give appropriate advice and guidance, calculate the expected date of 
delivery and perform specific screening tests as required, including voluntary 
counseling and testing for HIV. 
Assist pregnant women and their families in making a plan for birth (i.e. where the 
delivery will take place, who will be present and, in case of a complication, how 
timely referral will be arranged). 
Educate women (and their families and others supporting pregnant women) in self-
care during pregnancy, childbirth and the postnatal period. 
Identify illnesses and conditions detrimental to health during pregnancy, perform 
first-line management (including performance of life-saving procedures when 
needed) and make arrangements for effective referral. 
Perform vaginal examination; ensuring the woman's and her/his own safety . 
Identify the onset of labor. 
Monitor maternal and foetal well-being during labor and provide supportive care . 
Record maternal and foetal well-being on a partograph and identify maternal and 
foetal distress and take appropriate action, including referral where required. 
Identify delayed progress in labor and take appropriate action, including refenal 
where appropriate. 
Manage a normal vaginal delivery . 
Manage the third stage of labor actively . 
Assess the newborn at birth and give immediate care . 
Identify any life tlu·eatening conditions in the newborn and take essential life-saving 
measures, including, where necessary, active resuscitation as a component of the 
management of birth asphyxia, and referral where appropriate. 
Identify haemorrhage and hypertension in labor, provide first-line management 
(including lifesaving skills in emergency obstetric care where needed) and, if 
required, make an effective referral. 
Provide postnatal care to women and their newborn infants and post-abortion care 
where necessmy. 
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• Assist women and their newborns in initiating and establishing exclusive 
breastfeeding. 
• Identify illnesses and conditions detrimental to the health of women and/or their 
newborns in the postnatal period, apply first-line management (including the 
performance of life-saving procedures when needed) and, if required, make 
arrangements for effective referral. 
• Supervise non-skilled attendants, including TBAs where they exist, to ensure that the 
care they provide during is of sound quality. 
• Ensure continuous training of non-skilled attendants . 
• Provide advice on postpartum family planning and birth spacing. 
• Educate women (and their families) on how to prevent sexually transmitted 
infections including HIV. 
· • Collect and report relevant data and collaborate in data analysis and case audits. 
• Promote an ethos of shared responsibility and partnership with individual women, 
their family members/supporters and the community for the care of women and 
newborns throughout pregnancy, childbirth and the postnatal period. 
• Use vacuum extraction or forceps in vaginal deliveries. 
• Perform manual vacuum aspiration for the management of incomplete abortion. 
• Where access to safe surgery is not available, perform symphysiotomy for the 
management of obstructed labor. 
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Appendix C 
Table 1: Data Sources, Collection Methods and Measures for each Research Question 
Access/key 
Questions/Objectives Data Sources Method of Date Measures Informant 
Collection 
Question #1 -Key infonnants: 
CHO-Midwives -Semi-structured ---goals and objectives of the GHS-Mrs. 
a. Describe the training of Principal of interviews key program Navro 
the CHO-midwives, midwifery training informants- --basic emergency obstetric 
including the aims, school care procedures covered in 
content, and methods of training and training methods 
the curriculum, and assess Midwifery Training -Review of 
its fidelity to established cuniculum Documents --education and health 
goals. promotion activities included 
in cuniculum. 
--community mobilization 
included in cuniculum 
Key informants: 
b. Assess the extent to which CHO-Midwives, -Semi- -List ofbasic obstetric care -GHS-Mrs. 
CHO-midwives deliver the CHO supervisors, structured equipment, dmgs, Navro 
full range of SBA and CHPS coordinator, interviews key infrastmcture and other 
other services for which Matemal and Child infonnants- logistics for SBA and other 
they have been trained Health Coordinator, services 







c. Identify and illustrate the 
factors that have facilitated 
or impeded the ability of 
CHO-midwives to provide 
skilled delivery care, 
including their level of 
competency and the 
institutional resources 
provided. 
e. Describe the extent of 
pa1iicipation by community 
residents and leaders in the 
development and 





























-Semi- -List of health services -GHS-Mrs. 
.structured provided by the CHO- Navro 
interviews key midwives in the CHPS zones 
informants-
--List of basic emergency 
obstetric services conducted 
-Review of 
Documents -Self-reported factors that 
have facilitated or impeded 
ability of the CHO-midwives 
to provide SBA services 
-Review of 
Documents -List of successes achieved 
-List of challenges faced 
achieved 
-Interviews key reports of opinion leaders re : -NHRC 
informants- participation Dominic 
--number of community 
meetings and number of 








a. Determine the level of 
awareness regarding the role 
of CHOs as midwives among 
birthing women in community 
b. Determine the proportion of 
birthing women in the past 
three years who used the 
services ofthe CHO midwives 
for delivery and describe their 
characteristics. 
c. Describe the reasons given 





TBAs, men and 
women of 
reproductive health. 
-- Ghana Health 
Service annual 
reports 
- women 15-49 who 






-women 15-49 who 
delivered in the past 
3 years 
-Document --decision made with 
rev1ew community input 
-Household --munber/percent of survey 
survey respondents reporting 
participation 
-Household - number/Percent of women -NHRC 
survey I structure who reported knowledge of Dominic 
d interviews SBA related services , 
with women of 
reproductive age 
-- Household --number/percent of women -NHRC 
survey/structure who reported use of SBA Dominic 
d interviews serv1ces 
with women of 
reproductive age 
-Household - list of factors that facilitated -NHRC 
survey with use ofSBA Dominic 
women of 
reproductive age - list of factors that impeded 





d. Assess the level of 
satisfaction with SBA services 
used, including those provided 
by CHO midwives and other 
health professionals. 
e. Compare the social and 
demographic characteristics of 
women, who were assisted by 
CHO-midwives and those who 
were not assisted by CHO-
midwives during delivery. 
f. How do the findings inform 
recommendations for the 
revision and scale up of the 
integrated program? 
- - -
women 15-49 who 
delivered in the past 
3 years 
Household Survey 
with women 15-49 
who delivered in 














with women 15-49 
who delivered in 
the past 3 years 
- -·· 
--Household -NHRC 
survey with --Level of satisfaction Dominic 
women of reported among women, 
reproductive age opinion leaders, residents 
Household --cross tabulation of different 
survey with independent variables with 
women of the utilization variable 
reproductive age 
--factors that contributed to -NHRC 
-- IDI with key the successes or limitations of Dominic 
informants the program I 
--Structured --community level factors I 
interviews with that contributed to the 
women of successes or limitations of the 
reproductive age program 
--provider factors that 
contributed to the successes 
or limitations of the program 
- lessons on provision of SBA 
services by CHO-midwives 






Table 2 portrays the data collection and analyses strategies I will employ for each 
research question and set of objectives. 
Table 2: : Data Collection Technique, Data Sources and Data Analysis Technique 
Questions/Objectives Method of Data Data Sources Data Analysis Technique 
Collection 
Question #1 -Semi-structured Key informants: with Multiple Reading of texts and 
interviews key informants- CHO-midwives and the categorising data into major 
a. Describe the training of the -Review of Documents Principal of the midwifery themes and sub-themes by 
CHO-midwives, including the school using QRS NVIVO Software 
aims, content, and methods of version 9 
the curriculum, and assess its Review of Maternal and 
fidelity to established goals. Child Health 
b. Assess the extent to which -Semi-structured Key informants: CHO- Multiple Reading of texts and 
CHO-midwives deliver the full interviews key informants- midwives, CHO categorising data into major 
range of SBA and other services supervisors, CHPS themes and sub-themes by 
for which they have been coordinator, Maternal and using QRS NVIVO Software 




Ghana Health Service 






c. Identify and illustrate the factors 
that have facilitated or impeded 
the ability of CHO-midwives to 
provide skilled delivery care, 
including their level of 
competency and the institutional 
resources provided. 
d. Describe the extent of 
participation by community 
residents and leaders in the 
development and 
implementation ofthe CHO-
midwives skilled delivery 
program. 
Question# 2 
a. Determine the level of awareness 
regarding the role of CHOs as 
midwives among birthing women in 
community. 
b. Determine the prop01tion of 
birthing women in the past three 
years who used the services of the 
CHO midwives for delivery and 
describe their characteristics. 
- Semi-structured 
interviews key infonnants-
-Review of Docwnents 
-Review of Docwnents 
-Interviews key informants 
-Document review 
-Household 
survey I stmctured 
interviews with women of 
reproductive age 
-- Household 
survey I stmctured 
interviews with women of 
reproductive age 
-Key infonnants: CHO- Multiple Reading of texts and 
midwives, CHO categorising data into major 
supervisors and CHPS themes and sub-themes by 
coordinator using QRS NVIVO Software 
version 9 
· Review of Ghana Health 
Service annual reports 
-Key informants: CHO- -Multiple Reading of texts and 
midwives, CHO categorising data into major 
supervisors, CHPS themes and sub-themes by 
coordinator, Maternal and using QRS NVIVO Software 
Child Health Coordinator version 9 
-Review of Ghana Health 
Service annual reports 
Household survey-women By using the STAT A Software 
11 to conduct analysis 
Household survey-women By using the STATA Software 




c. Describe the reasons given by 
women for their choice of birth 
attendant. 
d. Assess the level of satisfaction 
with SBA services used, including 
those provided by CHO midwives 
and other health professionals. 
e. Compare the social and 
demographic characteristics of 
women who were assisted by CHO-
midwives and those who were not 
assisted by CHO-midwives during 
delivery. 
f. Develop policy guidance for 
optimizing the program and 
disseminating it nationwide if 
appropriate. 
--Household survey with 
women of reproductive 
age 
--Household survey with 
women of reproductive 
age 
Household survey with 
women of reproductive 
age 
-- IDI with key infonnants 
--Structured interviews 
with women of 
reproductive age 
- Household survey- By using the STAT A Software 
women 11 to conduct analysis 
Stakeholders: Chiefs, 
elders, opinion leaders, 
TBAs, men and women of 
reproductive health. 
Household survey-women By using the STAT A Software 
11 to conduct analysis 
Household survey-women By using the STATA Software 
11 to conduct analysis 
-Stakeholders: Chiefs, Multiple Reading of texts and 
elders, opinion leaders, categorising data into major 
TBAs, men and women of themes and sub-themes by 
reproductive health. using QRS NVIVO Software 
Household survey-women version 9 
In case of reply the 
number and date of this 
letter should be quoted. 
My Ref: 
Your Ref No. 
Navrongo Health 
Research Centre 
Ghana Health Service 




Email: esakeah@navrongo. m 
imcom.org 
October 29, 2013 
Consent for Community Leaders Participating in the Semi-Structured Interviews 
Utilizing the Community-Based Health Planning and Service Program to Promote 
Skilled Attendant at Delivery in Rural Northern Ghana: A Case Study of the Upper 
East Region 
We are about to carry out a study on the use of Community-Based Health Planning 
and Services (CHPS) Program to Promote Skilled Attendant at Delivery in rural 
areas of the Upper East Region and we are inviting you to take part in it. The purpose 
of this study is to assess the extent to which the CHO-midwives skilled delivery program 
has been implemented as an integrated component of the existing CHPS program of the 
Upper East Region. We want your opinions because they will help us understand the 
delivery services being provided by you in the communities. We hope that the results of 
this study will be used to improve skilled delivery services through the CHPS program. 
Procedures: If you agree to take part in this study, I will interview you. The interview 
will be about one hour long, and about community participation in the skilled delivery 
program, successes and challenges of community participation in the program. There are 
no correct answers to these questions. You can choose not to answer any question you do 
not want to answer. 
Risks and discomforts: The risks to you for participating in this study are minimal. The 
interview will involve talking about your taboos and customs, which may be sensitive 
and personal and may make you unease. Again, time spent during interviews could 
amount to some economic or social loss to you. You may have to speak about the 
birthing experiences of your family members, which may be difficult or sad. If at any 
time you do not want to answer questions you are not obliged to do so. 
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Benefits: Your participation in this study will not benefit you directly. The findings will 
be used to improve skilled delivery services and that may benefit the whole community 
and other communities in the future. 
Confidentiality: The interview guides will be destroyed after we have worked with 
them. Nobody will be able to trace anything we discuss back to you. The information we 
shall collect from you shall be used only for the purposes of this study. We will keep the 
interview transcripts in a binder and the data forms containing personal identifiers in 
locked cabinets locked in cabinets. The only people who will be allowed to see the 
records will be the study investigators and members of the ethics review committees in 
the collaborating institutions. We will not release any data that would identify you to a 
third party without your consent and your name will not be mentioned ih any written 
document. 
Right to refuse or withdraw: Before being interviewed or participating in the study, 
please understand that your participation is voluntary. You do not need to answer 
questions or to participate in the research if you do not want to. If you decide not to be 
part of this study, your decision will not affect your relationship with the interviewers and 
the Principal Investigator anyway. You will also not lose any benefits that you would 
have otherwise been entitled to. 
Do you have any questions? 
Do you agree to participate in the study? 
If at any time following this interview you have questions on ethical issues or any other 
questions or would like to speak to someone involved in this study, please feel free to 
contact 
1. Evelyn Sakeah the study contact person or Dr. John Williams, Director, Navrongo 
Health Research Centre ... P. 0 . Box 114, Navrongo or call them on Cell phone 
number 0260592560 or Telephone numbers: 03821-22310/22651/22380 or fax 
number: 03821-22320. 
2. Dr. Awoonor Williams, IRB Chair and Regional Director of Health Services, 
Regional Health Administration, Bolgatanga, Cell phone numbers: 
0208161394/0244564120. 
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Statement of consent 
I have read or have had the above read to me and I have asked questions and received 
answers and I am willing to participate in this study. I will not have waived any of my 
rights by signing/thumb printing this consent form. 
Name:ofrespondent __________________________________________ ___ 




N arne of respondent. _________________________________________ _ 
Signature/left thumb print _______________ __ 
Date ______________________________________________________ __ 
Certification of individual seeking consent 
I, the undersigned, have explained to the participant in a language she/he understands the 
procedures to be followed in the study and the risks and benefits involved. 
Name of individual obtaining consent. ___________________________ _ 
Signature/left thumb print. _______________ __ 
Dme ____________________________________________________ _ 
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In case of reply the 
number and date of this 
letter should be quoted. 
My Ref : 
Your Ref No. 
Navrongo Health Research Centre 
Ghana Health Service 
P. 0 . Box 114 
Navrongo, Ghana 
Tel: +233-3821-22310 
Fax + 233-3821-22320 
Email: esakeah@navrongo. mime om. org 
October 29, 2013 
Consent for Women Participating in the Household Survey 
Utilizing the Community-Based Health Planning and Service Program to Promote 
Skilled Attendant at Delivery in Rural Northern Ghana: A Case Study of the Upper 
East Region 
We are about to carry out a study on the use of Community-Based Health Planning 
and Services (CHPS) Program to Promote Skilled Attendant at Delivery in rural 
areas of the Upper East Region and we are inviting you to take part in it. The purpose 
of this study is to assess the extent to which the CHO-midwives skilled delivery program 
has been implemented as an integrated component of the existing CHPS program of the 
Upper East Region. We want your opinions because they will help us understand the 
delivery services being provided by CHO-midwives in rural communities of this region. 
We hope that the results of this study will be used to improve skilled delivery services 
through the CHPS program. 
Procedures: If you agree to take part in this study, I will interview you. The interview 
will be about 45 minutes long, and I will ask you about the skilled delivery services you 
received in your community and your level of satisfaction from utilizing these services. 
There are no correct answers to these questions. You can choose not to answer any 
question you do not want to answer. 
Risks and discomforts: The risks to you for participating in this study are minimal. The 
interview will involve talking about your taboos and customs, which may be sensitive 
and personal to you and may make you uncomfortable. Again, time spent during 
interviews could amount to some economic or social loss to you. You may have to speak 
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about your birthing experiences that are difficult or sad. If at any time you do not want 
to answer some questions you are not obliged to do so. 
Benefits: Your participation in this study may not benefit you directly, but the findings 
will be used to improve skilled delivery services and that may benefit the whole 
community and other communities in the future. . 
Confidentiality: The questionnaires will be destroyed after we have worked with them. 
Nobody will be able to trace anything we discuss back to you. The information we shall 
collect from you shall be used only for the purposes of this study. We will keep the 
interview transcripts in a binder and the data forms containing personal identifiers in 
locked cabinets. The only people who will be allowed to see the records will be the study 
investigators and members of the ethics review committees in the collaborating 
institutions. We will not release any data that would identify you to a third patiy without 
your consent and your name will not be mentioned in any written document. 
Right to refuse or withdraw: Before being interviewed or participating in the study, 
please understand that your participation is voluntary. You do not need to answer 
questions or to participate in the research if you do not want to . If you decide not to be 
part of this study, your decision will not affect your relationship with the interviewers and 
the Principal Investigator anyway. You will also not lose any benefits that you would 
have otherwise been entitled to. 
Do you have any questions? 
Do you agree to participate in the study? 
If at any time following this interview you have questions on ethical issues or any other 
questions or would like to speak to someone involved in this study, please feel free to 
contact 
3. Evelyn Sakeah the study contact person or Dr. John Williams, Director, Navrongo 
Health Research Centre ... P. 0. Box 114, Navrongo or call them on Cell phone 
number 0260592560 or Telephone numbers: 03821-22310/22651/223 80 or fax 
number: 03821-22320. 
4. Dr. Awoonor Williams, IRB Chair and Regional Director of Health Services, 
Regional Health Administration, Bolgatanga, Cell phone numbers: 
0208161394/0244564120. 
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Statement of consent 
I have read or have had the above read to me and I have asked questions and received 
answers and I am willing to participate in this study. I will not have waived any of my 
rights by signing/thumb printing this consent form. 
Name of respondent" __________________ _ 
Signature/left thumb print" _____________ _ 
Date ___________________________ ___ 
Witness 
Name of respondent" _____________________ _ 
Signature/left thumb print ________________ __ 
Dme __________________________ _ _ 
Certification of individual seeking consent 
I, the undersigned, have explained to the participant in a language she/he understands the 
procedures to be followed in the study and the risks and benefits involved. 
Name: of individual obtaining consent _ _ _______ _______ _ 
Signature/left thumb print. _____________ _ 
Date _________________________ _ 
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In case of reply the 
number and date of this 
letter should be quoted. 
My Ref : 
Your Ref No. 
Navrongo Health Research Centre 
Ghana Health Service 
P. 0. Box 114 
Navrongo, Ghana 
Tel: +233-3821-22310 
Fax + 233-3821-22320 
Email: esakeah@navrongo. mime om. org 
October 29, 2013 
Consent for Health Professionals Participation in In-depth Interviews 
Utilizing the Community-Based Health Planning and Service Program to Promote 
Skilled Attendant at Delivery in Rural Northern Ghana: A Case Study of the Upper 
East Region 
We are about to carry out a study on the use of Community-Based Health Planning 
and Services (CHPS) Program to Promote Skilled Attendant at Delivery in rural 
areas of the Upper East Region and we are inviting you to take part in it. The purpose 
of this study is to assess the extent to which the CHO-midwives skilled delivery program 
has been implemented as an integrated component of the existing CHPS program of the 
Upper East Region. We want your opinions because they will help us understand the 
delivery services being provided by CHO-midwives in rural communities of this region. 
We hope that the results of this study will be used to improve skilled delivery services 
through the CHPS program. 
Procedures: If you agree to take part in this study, I will interview you. The interview 
will be about 45 minutes long, and I will ask you about the skilled delivery services you 
received in your community and your level of satisfaction from utilizing these services. 
There are no correct answers to these . questions. You can choose not to answer any 
question you do not want to answer. 
Risks and discomforts: The risks to you for participating in this study are minimal. The 
interview will involve talking about CHO-midwives competencies in providing skilled 
delivery care, which may be sensitive and personal to you and may make you 
uncomfortable. Again, time spent during interviews could amount to some economic or 
social loss to you. If at any time you do not want to answer some questions you are not 
obliged to do so. 
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Benefits: Your pmiicipation in this study may not benefit you directly, but the findings 
will be used to improve skilled delivery services and that may benefit the whole 
community and other communities in the future . 
Confidentiality: The interview guide will be destroyed after we have worked with them. 
Nobody will be able to trace anything we discuss back to you. The information we shall 
collect from you shall be used only for the purposes of this study. We will keep the 
interview transcripts in a binder and the data forms containing personal identifiers in 
locked cabinets. The only people who will be allowed to see the records will be the study 
investigators and members of the ethics review committees in the collaborating 
institutions. We will not release any data that would identify you to a third party without 
your consent and your name will not be mentioned in any written document. 
Right to refuse or withdraw: Before being interviewed or participating in the study, 
please understand that your participation is voluntary. You do not need to answer 
questions or to participate in the research if you do not want to. If you decide not to be 
part of this study, your decision will not affect your relationship with the interviewers and 
the Principal Investigator anyway. You will also not lose any benefits that you would 
have otherwise been entitled to. 
Do you have any questions? 
Do you agree to participate in the study? 
If at any time following this interview you have questions on ethical issues or any other 
questions or would like to speak to someone involved in this study, please feel free to 
contact 
5. Evelyn Sakeah the study contact person or Dr. John Williams, Director, Navrongo 
Health Research Centre ... P. 0. Box 114, Navrongo or call them on Cell phone 
number 0260592560 or Telephone numbers: 03821-22310/22651 /22380 or fax 
number: 03821-22320. 
6. Dr. Awoonor Williams, IRB Chair and Regional Director of Health Services, 
Regional Health Administration, Bolgatanga, Cell phone numbers: 
0208161394/0244564120. 
Statement of consent 
I have read or have had the above read to me and I have asked questions and received 
answers and I am willing to participate in this study. I will not have waived any of my 
rights by signing/thumb printing this consent form. 
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Name of respondent. _____________________ _ 
Signature/left thumb print. ______________ _ 




Name of respondent. ________________ ____ _ 
Signature/left thumb print _______________ _ 
Date 
-----------------------------
Certification of individual seeking consent 
I, the undersigned, have explained to the participant in a language she/he understands the 
procedures to be followed in the study and the risks and benefits involved. 
Name: of individual obtaining consent. _______________ _ _ 
Signature/left thumb print ________________ CJ 
Date ______________________ ___ 
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